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Abstract
Rural area nurse retention has been referred to as a crisis for decades; this crisis has been
exacerbated by several factors including the COVID-19 pandemic, resources being directed
towards larger hospitals, the inability to recruit and retain healthcare providers to rural areas, and
the aging workforce (Rossetter, 2020). The researcher in this Doctor of Nursing Practice (DNP)
Project investigated the elements that encourage rural nurse retention and sought to develop
retention strategies that are rooted in the literature and anchored in the concerns of rural nurses.
Retention strategy recommendations were drawn from results from the Revised Casey Fink
Nurse Retention Survey, the application of findings from the literature review, and feedback
from nursing administrators at the project site. The retention strategy recommendations provide
tangible, adaptable, and implementable strategies for nurse administration focused specifically
on nurses practicing in rural areas. The Job Embeddedness Theory guided the development of
these strategies through the lens of community and organizational connectivity the literature
denotes as important influencers on retention decisions for rural nurses. In July 2022, the results
were analyzed, statistical analysis was performed using SPSS, and an overview of the collated
results were presented to nursing administration and faculty in August 2022. The results from
this project revealed significant agreement between the literature and the project site on the
factors that positively or negatively impact rural nurse retention. Significantly, the community
and organizational fit of the project site along with strong relationships with nurse colleagues
positively impacted retention decisions. The noted areas for improvement focused on the need
for enhanced salary, benefits, and improved nurse to patient ratios.
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Introduction
Shortages of nurses and other healthcare providers have reached crisis levels (RHIH,
2021). The decades long challenges of educating, recruiting, and retaining nurses in the practice
of rural healthcare remains a national concern. According to a policy brief by the International
Council of Nurses (2021), “20% of ICN’s National Nurses Associations (NNAs) reported an
increased rate of nurses leaving the profession in 2020 and studies from associations around the
world have consistently highlighted increased intention to leave rates” (p. 1). More specific to
the United States, the nursing shortage has reached critical proportions (USAHS, 2021). To
demonstrate, researchers at the University of St. Augustine for Health Sciences (USAHS) (2021)
compared the population of each of the 50 states to the most recent 2021 statistics on
employment of registered nurses (RNs) in each respective state, calculating the number of
working RNs currently available per 1,000 residents: only five states have 16.1 RNs or more per
1,000; and four states have fewer than 10 RNs per 1,000. Rural communities experience even
broader impacts of the nursing shortage contributing to overarching disparities in health
outcomes for rural residents that remain confounded by rising nurse burnout due to the cycle of
consistent understaffing.
The National Rural Healthcare Association (NRHA) and other literature supports four
major challenges to rural nurse retention. (Cosgrave, 2020; RHIH, 2021; Yasin et al., 2020). The
first challenge is income discrepancies. Rural healthcare salaries tend to be lower than for those
performing the same work in a metropolitan area (National Rural Health Association, 2021). The
second barrier noted in the literature is the lack of access to career and professional advancement
opportunities. In many rural areas, the opportunities for leadership and professional
development are limited by the smaller size of the healthcare organizations (Cosgrave, 2020).
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Rural healthcare organizations tend to have limited resources for reimbursement of continuing
education opportunities for nurses when compared to larger hospital systems.
The third challenge in rural nurse retention is the intense workload due to persistent nurse
and staff shortages along with an increased patient acuity (National Rural Health Association,
2021). In remote communities, patients tend to be sicker by the time they arrive at the hospital
due to chronic shortages of primary and specialty healthcare providers, transportation issues, and
decreased access to preventative care. Lastly, rural nurses are faced with challenges inherent to
rural areas such as deficits in employment for significant others, lack of childcare options, and
basic amenities (e.g., broadband internet, shopping, entertainment). These barriers can make
nurse retention more difficult when other opportunities present for nurses or their partners.
Although many healthcare organizations have identified nurse retention as a high priority, these
persistent historical challenges continue to strain the healthcare system thus contributing to the
nursing shortage.
Background of the Problem
Since 2016, the average hospital in the United States has seen approximately 91% of its
workforce turn over (NSI Nursing Solutions, 2021). According to the 2021 National Healthcare
and Registered Nurse Retention Report, hospitals in 2020 experienced a turnover rate for staff
registered nurses of almost 20% (NSI Nursing Solutions, 2021). Currently, hospitals are
experiencing a nursing vacancy of almost 10% (Haddad et al., 2022; NSI Nursing Solutions,
2021). The difficulty of nurse recruitment as measured by the RN Recruitment Difficulty Index
was high in 2020, noting a three-month average to recruit an experienced RN and an even longer
recruitment gap when that opening is in rural geography (Haddad et al., 2022; NSI Nursing
Solutions, 2021). Almost a quarter of new graduate nurses resign within their first year of
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employment (Folio et al., 2021; Haddad, 2022). These pervasive nurse and provider shortages
have devastating effects on these rural communities and exacerbate the well documented health
disparities noted in the literature.
Demographically most rural residents are older, face increased economic hardships, tend
to have chronic conditions, and are less likely to be insured, contributing to the social
determinants that negatively impact their health outcomes. RHIH (2021) noted that rural areas
have limited access to healthcare insurance coverage due to decreased employment
opportunities. Also, the lack of expansion of the Affordable Care Act exacerbated the issue of
limiting access to resources for preventative or chronic care (RHIH 2021). This leaves patients
without access to primary and emergency care. The Harvard T.H. Chan School of Public Health
and the Robert Wood Johnson Foundation found that 25% of rural households noted being
unable to access medical care in 2020 (Stone, 2020).
Fewer nurses in rural healthcare settings contributes to the challenges of maintaining
organizational access to healthcare since hospitals and clinics cannot operate without these
professionals. Federal and state healthcare services expansion, the aging population, competition
for patients, delivery of care shifts, a worldwide pandemic, and the governmental mandates on
quality and safety for reimbursement are stretching organizations and providers to their limits
(Folio et al., 2021; Haddad, 2022). Ninety-five percent of hospitals surveyed in the NSI Nursing
Solutions Report 2021 noted that nurse retention is now a “key strategic imperative” however,
only half of these have anchored this imperative to any type of organized retention plan or
measurable goal.
Rural healthcare settings experience additional challenges unique to rural nurse retention,
including
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•

income discrepancies,

•

the tendency on the part of rural healthcare organizations to have more limited
resources for reimbursement of continuing education opportunities for nurses,

•

the intense workload due to persistent nurse and staff shortages,

•

increased patient acuity,

•

Deficits in employment for significant others,

•

lack of childcare options, and

•

a lack of basic amenities (Cosgrave, 2020; RHIH, 2021; Yasin et al., 2020).

The costs of the national nursing shortage have been projected to have reached $19.5 billion by
the end of the fiscal year 2022 (Staffing shortages to cost U.S. care facilities, 2022).
COVID 19 as an Unforeseen Contributor to Nursing Shortages
On March 11, 2020, the World Health Organization officially declared COVID-19 a
pandemic (WHO, 2022). Occupational stressors such as heavy workloads, increased patient
acuity, lack of personal protective equipment, and decreased access to specialty care were
amplified when the waves of patients began to overwhelm the already stretched rural healthcare
systems. The surge in numbers and acuity of patients created from the pandemic contributed to
many rural nurse’s exodus to higher paying travel positions and/or retirement (RHIH, 2021). A
projected shortage of 10 million nurses was further exacerbated by “the COVID-19 effect”
(Folio et al., 2021). The COVID-19 effect is the magnification of an already high stress
environment of patient care with limited resources.
Nurses working during the pandemic had to deal with anxiety, fear of the unknown, and
emotional fatigue (Lavoie-Tremblay et al., 2022). The impact of the pandemic on the nursing
profession is emerging in the literature. The pandemic has directly contributed to high turnover,
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chronic absenteeism, increased sick leave requests, heavy workloads, disability claims, and
unsafe staffing ratios seen in the nursing profession (Haaland et al., 2020; Moloney et al., 2018;
RNAO, 2010; Van der Heijden et al., 2019). In The International Council of Nursing’s Report,
Buchan (2020) noted that national nursing associations have expressed concerns over the direct
effect of the pandemic on workloads, resource scarcity, burnout contributing to low morale, and
an exodus from the profession (ICN, 2021).
The low morale experienced by nurses during the pandemic has been multifactorial. The
psychological trauma experienced by nurses was in part due to the fear of contracting and
infecting loved ones with Covid-19, the guilt from patients dying alone due to restricted
visitation, and the neglect from a lack of staff and supplies (Anderson-Shaw & Zar, 2020). The
psychological trauma from insufficient resources experienced by nurses was reflected in a recent
survey by the American Nurses Association. Sixty-eight percent of nurses surveyed said they are
worried about being short staffed at work and 87% said they were either somewhat or very afraid
to go to work (Gee et al., 2020). Several studies have documented that post-traumatic stress
disorder rates among nurses positively correlate with patient load (Gee et al., 2020). Globally,
1.6 million nurses were infected with COVID-19, many of whom are now experiencing long
COVID-19, and 2,262 nurses in 52 countries died from their infection (Folio et al., 2021).
The Future of Nursing Report 2020-2030 highlighted that nurses experience an increased
risk for suicide, psychiatric disorders, and addiction issues due to prolonged stress from the
pandemic. The emotional distress experienced by nurses that was highlighted by this report
provides evidence that mental health must be a priority for future nursing retention strategies
(Future of Nursing Report 2020-2030). Nurses were also subjected to professional and
institutional betrayal that was perpetrated by the political, organizational, and societal
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polarization of masks, vaccinations, health guidance, mandates, public ignorance, and media
misinformation that was pervasive during the pandemic. As governmental, social, political, and
media focus has shifted away from COVID-19, the tragedies surrounding the trauma nurses have
faced over the past two years is fading into the background. The exodus of nurses from the
profession has been noted in the literature as a coping mechanism to deal with intense physical,
psychological, social, and personal stressors that were experienced during the pandemic (Farinaz
et al., 2022).
Significance of the Study
Nursing shortages in the United States have been noted periodically over the last hundred
years. However, the current nursing shortage is intensified due to the pandemic and is the largest
in the history of the United States (Nurse Staffing Shortage, 2021). The perfect storm of
increased demand but low supply of nurses has forced many organizations to re-examine their
nurse retention strategies. The American Nurses Association (ANA) issued a dire warning that
nurse retention has reached crisis levels and therefore the retention of nurses must be a priority
due to the demands of managing complex patient care. It is expected that this DNP project
focused on rural nurse retention as a critical issue facing healthcare organizations in rural locales
(Yang et al., 2021) will help to resolve, or at least lessen, the impact of the lack of and loss of
experienced nurses.
This DNP project is significant in three ways and relevant to helping solve the persistent
rural nurse shortage problem: (1) improving nurse well-being through improved job satisfaction;
(2) improving patient outcomes (or reducing harm to patients brought on by nurse shortages);
and (3) alleviating financial impacts for the healthcare organization.
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Improving Nurse Well-Being Through Improved Job Satisfaction
First, this DNP project is intended to contribute to the improvement of nurse well-being
through improved job satisfaction. Professional disillusionment is having an impact on nurse
retention and has surfaced in the literature as a major contributor to decreased job satisfaction
(Cosgrave, 2020; Foli et al., 2021; McHugh et al., 2014), the loss of experienced nurses (Bong,
2019; Drury, 2014), and higher nurse intention to leave, resulting in the loss of nurses to other
professions (Foli et al., 2021; Nowell, 2022; Willis, 2021). For example, Hospital IQ, a provider
of hospital operational and communication software, surveyed over 200 hospital based registered
nurses in 2021 (Willis, 2021). Ninety percent of respondents stated that they are considering
leaving the profession within the next 12 months and 71% of nurses with over 15 years of
experience were considering leaving as soon as possible and at least within the next few months.
Nurses in the survey noted that support staff shortages have increased nurse workloads with over
43% of nurses surveyed reporting that they have had to clean units and rooms. Nurses reported
having to procure supplies, perform clerical duties, and other tasks that support staff and
technicians should be performing. Nurses noted that family members of patients were
unempathetic, demanding, and entitled, causing emotional stress. This type of survey is bringing
attention to the problem of nurse retention being a long-term issue that needs sustainable
solutions with hospital leadership accountability to protect nurses and to provide the resources
needed to care for patients. This has the potential to impact the future of the profession as many
will choose other professions with perceived better working conditions. This DNP project has the
potential to help alleviate job disillusionment, job dissatisfaction, and high rural nurse turnovers.
Improving Patient Outcomes
Second, by improving rural nurse job satisfaction, and subsequently reducing rural nurse
turnover rates, findings from this DNP project may help to improve patient outcomes and well-
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being in the rural healthcare environment. Rural areas experience amplified impacts of nurse
attrition. For instance, Chartis Group, a healthcare advisory firm that surveyed 130 rural hospital
leaders in November of 2021 (Sablik, 2022), noted that nearly half of all surveyed reported
turning away patients due to a lack of nurses. In addition, around 20% of the leaders surveyed
noted that they have suspended some hospital services as a result. Similarly, Dall’Ora (2021)
conducted a systematic review of longitudinal studies focused on nurse staffing levels and
patient outcomes. Dall’Ora found a likely causal relationship between low staffing levels for
RNs and harm to patients.
The British Medical Journal published findings that revealed that patients are at an
increased risk of death when nurses have more than six patients and adding support staff did not
improve this mortality rate (Griffiths et al., 2016). The loss of skilled and experienced nurses
also leaves an organization with gaps that can take years to fill. Novice nurses are less likely to
recognize symptoms and more likely to experience medication errors than can lead to patient
harm (Robert Wood Johnson Foundation, 2010). The human, social and cultural knowledge that
is lost when an expert nurse leaves a position is less quantifiable but just as important. These
learnings and connections take nurses years to develop, and this historical loss can impact
nursing units’ morale, confidence, and willingness to collaborate. This DNP project was
undertaken to help improve rural nurse retention and thus avoid or reduce having to turn away
patients and help improve patient care.
Alleviating Financial Impacts for the Healthcare Organization
Third, this project may in the long run help reduce costs of rural nurse turnovers for
healthcare organizations in the rural setting. The financial and legal implications of nurse
shortages can have devastating effects on the bottom line for hospitals. The largest financial
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impacts being the penalties associated with readmission rates and the inability to operate at
maximum capacity (Upadhyay et al., 2019). For example, Lockhart (2020) noted that in the US it
costs an organization around $65,000.00 per newly hired registered nurse; the cost to replace a
nurse with a practice specialty jumps to over $145,000. Similarly, the average readmission cost
to hospitals in 2018 was $15,200 per patient (Weiss, 2021). Hospitals with the best nurse staffing
ratios were found to have fewer hospital readmissions (Aiken, 2018). The average readmission
cost to hospitals in 2018 was $15,200 per patient (Weiss, 2021). Hospital readmissions for
pneumonia, heart failure, and acute myocardial infarction dramatically decrease when nurses can
provide discharge planning and patient teaching (Aiken, 2018). The impact to rural areas is vast
as long-term nurse shortages leads to unutilized hospital beds and unit census reduction which
ultimately perpetuates the lack of access to care cycle experienced by the population.
The Columbia University’s School of Nursing found that a one-year increase in the
average tenure of a registered nurse resulted in over a percentage point decrease in a patient’s
length of stay (Drury, 2014), that experienced nurses deliver appropriate care in a more costeffective manner, and that, in turn, retention of experienced nurses can positively impact a
hospital’s financial health. Nursing is a knowledge-based profession, and nursing shortages
and/or the loss of expert nurses can be costly for an organization.
Problem Statement
Rural healthcare organizations are microcosms for the nurse shortages that are being felt
across the nation. While a generous amount of research has focused on the nursing shortages in
urban settings and contexts (e. g., Boyle, 2021; Buchan & Aiken, 2008; Gooch, 2022; Haddad et
al., 2022; HRSA, n. d.; Kim et al., 2021; Kulig et al., 2015; Littlejohn et al., 2012;
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Rossetter, 2020), less is known about nurse shortages and nurse retention in rural settings
(Adams, 2016; Lassiter, 2022).
While research on nurse retention rural settings is scarce, the literature does support some
distinctions unique to rural settings regarding nurse retention. Rural nurses are more likely to
work full time and have less opportunity for flexible shifts. Rural nurses in the literature note
pervasive nurse and staff shortages contribute to increased workloads (Yates et al., 2022). Rural
nurses tend to make less salary than urban nurses and this is attributed in the literature to slim
profit margins for rural hospitals. Yates et al. found that, on average, rural nurses make $8.00
less an hour than their urban counterparts. Rural nurses are more likely to be licensed as practical
or have associate degree education levels. In 2019, around half of rural nurses were noted to have
achieved an education level of bachelor’s degree or higher compared to 70% attainment of
bachelor’s degree or higher for urban nurses. The literature for decades clearly delineates that
rural nurses feel more deeply connected to their communities, patients, and areas of practice
versus their urban counterparts (Aiken, 2018; Lockhart, 2020; Rossetter, 2020; Yates et al.,
2022). The literature states that factors such as community fit and links within that community
along with working in a culture that is positive ranks as important to rural nurses as salary
(Buchan & Aiken, 2008; Gooch, 2022; Haddad et al., 2022; O’Hanlon et al., 2019). However, it
is not clear in the literature how retention measures consider these characteristics and the
organizational fit important to nurses when considering retention in rural areas.
Like many rural hospitals, leadership at the site of this DNP project continues to express
concern related to their current and future ability to retain nurses. Despite the organization
providing incentives such as enhanced wages during the pandemic, advanced certification
reimbursement, and increased shift selection preferences, this rural project site continues to
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struggle with retaining nursing and support staff. This project aimed to use existing literature,
survey results, and nursing administration feedback to develop recommendations for nurse
retention strategies. This project incorporates the exploration of the unique characteristics of
rural nurses, the areas that positively impact job satisfaction, and importantly, understand the
bonds that retain rural nurses at this project site to create retention strategies that are more
personalized for rural nurses.
Purpose of the Study
The purpose of this project was to inform the development of evidence-based retention
strategies that could be evaluated and used by nursing administration to positively impact the
retention of their nursing and support staff. This DNP project site currently does not have an
official nurse retention plan. This project’s goals were to address the needs of a specific rural
hospital through the development of retention strategies based on a literature review, the current
DNP project site’s policies, and the input obtained from support staff and nurses through the
Revised Casey Fink Survey across all departments at the project site and to make specific
recommendations that support nurse retention. The retention strategies are focused on the
institutional/(policy), organizational, environment/ community, and personal factors that
contribute to rural nurse retention. These strategies were presented to nursing administration and
evaluated for feasibility within the organization.
Clinical Questions
Three clinical questions guided this DNP project:
1. What are the components and strategies of an evidence-based nurse retention plan that
will be considered feasible by nursing administration at this DNP Project Site?
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2. What organizational and community considerations affect nurses’ decision to remain
employed at this DNP Project Site?
3. What components of a nurse retention strategy recommendations should be prioritized?

Literature Review
Rural nurse retention as a concept has been a long-standing national challenge. Focusing
on general retention efforts on levels of contributors to the problem while laser focusing on
policies will help to create retention strategies that focus on specific needs of rural nurses leading
to their ability to remain in the role. More rural healthcare-specific strategies by leadership will,
as this DNP project intended, help solve the persistent rural nurse shortage problem by
improving nurse well-being through improved job satisfaction, improving rural patient outcomes
(or reducing harm to patients brought on by rural nurse shortages), and alleviating financial
impacts for the rural healthcare organization. An online search focused on nurse retention
generated a multitude of publications from decades of study on the topic. However, most of the
literature is descriptive and there is a lack of information evaluating the outcomes of welldesigned nurse retention plans. Therefore, nursing administration from all levels must identify
the best mix of retention strategies that are focused on the specific needs of the nurses in each
area of practice. Moreover, literature specifically focusing on rural nurse retention that is current
and based on research within the United States is scarce.
Search Terms in Literature Review
The population for study was rural nurses and the factors that affect their retention
decisions. The literature review was initially limited to the last five years and United States based
studies. However, due to the paucity of robust information on rural nurse retention the literature
review was revised to focus on the last 10 years. Key word search terms included were nurse
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retention, rural nurse retention, nurse turnover, nurse job satisfaction, COVID-19 nurse
shortages, rural nurse job satisfaction, and nurse retention strategies. Four electronic databases
were searched, including CINAHL, PubMed, and ProQuest. Twenty-five articles were selected
for full reading and review. One article from the 1930s (Frederic, 1935) was used to document
that the crisis of rural nurse retention is enduring—a sentiment held by many (Boyle, 2021;
Buchan & Aiken, 2008; Gooch, 2022; Haddad et al., 2022; HRSA, n. d.; Kim et al., 2021; Kulig
et al., 2015; Littlejohn et al., 2012; Rossetter, 2020). Articles in languages other than English
were excluded. No studies were excluded based on quality appraisal.
Nine Factors That Impact the Rural Nursing Shortage
This section comprises a review of the literature. The section is divided into nine subsections. The first sub-section provides an extended definition of what constitutes a rural area.
The second sub-section provides a characterization of rural global and United States residents.
The third sub-section is a depiction of rural U. S. healthcare. In the fourth and fifth sub-sections
are a discussion of the literature, focused on the role of the rural nurse and rural nursing as a vital
human resource, respectively. Sub-section six comprises a discussion of reviewed literature on
the persistent issue of rural nurse recruitment and retention. Sub-section seven includes a
discussion of the literature on the compounded factors influencing the nursing shortage
worldwide, and sub-section eight includes a discussion of the literature on the main factors
influencing rural nursing shortages and sub-section nine reviews the extant strategies and efforts
for recruiting and retaining rural nurses.
The Rural Locale Defined
Current discourse might lean toward a number of definitions for what constitutes a rural
environment. The Online Etymology Dictionary features “rural” as an adjective from the Old
French, rural (masculine) or rurale (feminine), for depiction of persons living in the countryside;
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as an adjective from the Latin, ruralis, meaning of the countryside; and as an adjective from the
Proto-Indo-European, rus or declined in the genitive case as ruris, meaning of open land or open
country (Harper, 2022). According to authorities such as Harper, earlier definitions of rural were
not distinguished from definitions of rustic (from the Latin, rusticus, ‘“of the country, rural;
country-like, plain, simple, rough, coarse, awkward"’), so early 15th-century definitions depicted
such locality had an overall sense of being “lowly, unlearned, uncouth, unpretentious, [or]
unpolished” and thus skewing rurality in terms connoting rural residents as rurals with “primitive
qualities or manners” rather than as persons living in the country as opposed to the town—a
denotation assigned later in the 1580s.
Today, the U. S. Census Bureau extends the definition, also contrasting the term not with
rustic but with urban and defining rural as that which is not urban (Ratcliffe et al., 2016). That is,
the U. S. Census Bureau further delineates two types of non-metropolitan, or non-metro (USDAERS, 2021b) rurality—mostly rural and completely rural that contrast with the two types of
urbanism—urbanized areas and urban clusters. For the most part, these definitions and types are
based on “…residential population density and a few other land-use characteristics” (p. 2). In
terms of population density, then, residential areas, or census blocks that are considered urban
have a density of 1,000 people or more per square mile, or, combined with any surrounding
census blocks, with densities of at least 500 people per square mile (Ratcliffe et al., 2016). In
contrast, if the residential area (census block) has fewer than 1,000 people per square mile, it
does not qualify as urban and is not classified as urban and is instead classified as rural.
Some agencies define and classify rural or non-metro areas based on counties, whereby
non-metro counties are those counties which include some combination of (a) open countryside,
(b) rural towns inhabited by fewer than 2,500 people, and (c) urban areas with populations
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ranging from 2,500 to 49,999 that are not part of larger labor market areas (USDA-ERS,
2021b). This classification system operates on a rural-urban continuum defined by degree of
urbanization and adjacency to a metro area and by way of a county typology that classifies both
metro- and non-metro counties “…according to six mutually exclusive categories of economic
dependence and six overlapping categories of policy-relevant themes” (USDA-ERS, 2021a, para.
2):
The economic dependence types include farming, mining, manufacturing,
Federal/State government, recreation, and nonspecialized counties. The policyrelevant types include low education, low employment, persistent poverty,
persistent child poverty, population loss, and retirement destination. (para. 2)
Such classifications lend to characterizations of the rural populations who are the subject of this
study.
Scholars also define rural in terms aligning with definitions pointing to that which is nonurban: according to Sharp (2010), whereas that which is urban is characterized as “…all territory,
population, and housing units in places of 2,500 or more persons incorporated as cities, villages,
boroughs and towns” (p. 6), that which is rural in area and population “…[does not] fall into the
‘urban’ population definition” (p. 6). Such distinctions and dichotomies are relevant to this study,
which includes understanding of rural nursing in the context of contrasting conceptualizations of
rural nursing (characterizations, roles, challenges) compared with urban nursing
(characterizations, roles, challenges).
Rural Global and U. S. Residents Characterized
Worldwide, the rural population of 3.4 billion makes up nearly half (43.85 percent) (UN
DESA, 2018) of the entire population of 7.753 billion. In the United States, approximately 20

16

percent of the population (about 46 million) lives in rural, or non-metro, areas (AHRQ, 2021;
Pew Research Center, 2018). This is the case even though 85 percent of the land in the United
States is classified as rural (AHRQ, 2021). Such numbers, however, reflect the state of rural
America as one of shifts over the past three decades from thriving to one of three types of rural
America:
•

a natural amenity-rich rural America, where growth is apparent in baby boomers
retiring, more residents buying their second homes, and “footloose professionals”
opting for settling anew in small, rural towns (Duncan, 2008);

•

a declining and transitioning resource-dependent rural America, where blue collar,
middle/working class people are supported by agriculture, timber, mining, or
manufacturing industries (Duncan, 2008); and

•

a rural America of chronically poor communities, minorities (10 million of whom
identify as Black, Hispanic, American Indian/Alaska Native, Asian American/Pacific
Islander, or mixed race) (AHRQ, 2021), and people in regions such as Appalachia
and the Ozarks, where “…decades of resource extraction and underinvestment in
communities have left a legacy of poverty, low education, and broken civic
institutions” (Duncan, 2008, slide 9).

For each of these rural Americas, there are different notable challenges (Duncan, 2008).
For the amenity-rich rural America, concentrated in the Rocky Mountain West regions, while
these areas are growing and will continue to grow, there are some challenges due to persistent
population loss. For the resource-dependent declining rural America—in regions including the
Midwestern Plains region but also some of the Pacific Northwest and some of the Northeast
forest regions, depletion in a specific area of a specific natural resource has resulted in loss of
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mining, agriculture (farming), manufacturing, and forestry work, with the declining availability
of resource-specific jobs requiring workers have advanced degrees for the new breeds of
employment and long(er) commutes. And for the chronically poor rural America—concentrated
in Central Appalachia, the Mississippi Delta region, and Alabama’s Black Belt region,
experiencing the depletion of natural resources has resulted in a decrease in or even total loss of
income.
Rural U. S. Healthcare Characterized
While seemingly cautious about overgeneralization, researchers such as Duncan (2008)
have summed up the character of rural Americans, 40 percent of whom work full time, 20
percent of whom are retired, many of whom work two jobs, are fathers in chronically poor rural
America who are less likely than fathers in other areas to have a high school diploma, and most
of whom believe their children should leave for better opportunities. Other authorities such as
those with the Agency for Healthcare Research and Quality (AHRQ) (2021) have additionally
ascertained that availability of data and robust data collection efforts focused on rural American
populations remain limited. What is known thus far is that rural American populations often have
health challenges specific to their culture, economy, geography, and culture. And between urban
and rural communities, there are several age, income, and health status disparities. For instance,
compared with urban Americans, while the average life expectancy of rural U. S. residents for
2017-2019 “…was 77.5 years, with a 35.6-year gap between the lowest and highest life
expectancy among all counties” (p. 7), rural Americans are more often over the retirement age of
65, with rural communities housing 17.5 percent of their population at 65 or older, compared to
urban communities with only 13.8 percent of the population at age 65 or older.
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However, different rural community types have different age trends, with rural
recreation-based communities especially likely to have growing numbers of residents 65 and
older, while rural farming-based communities have been found to be losing residents aged 65
and older (Pew Research Center, 2018). Rural Americans share a higher poverty rate (at 15.3
percent) than urban Americans whose poverty rate is at 11.9 percent (AHRQ, 2021), though
poverty has increased more sharply in suburbs than in urban counties or rural counties (Pew
Research Center, 2018). Rural Americans share a lower per capita income of $42,993 than urban
Americans, whose per capita income in the same year (2021) was reported at $59,693 (AHRQ,
2021).
Rural healthcare availability and accessibility and barriers to access persist as high
priority concerns for rural residents versus urban residents (Chen et al., 2019; Cyr et al., 2019;
Huot et al., 2019), as well. Comparatively, rural populations worldwide have reportedly lower
access to healthcare providers than do their urban counterparts (Burger & Christian, 2020; Chen
et al., 2019; Li et al., 2018) and even have, or report having, less access to healthcare information
and resources (Greenberg et al., 2019). Indeed, for rural communities, access to health care
continues to be the most frequently identified rural health priority, especially in the contexts of
emergency services, primary care, and health insurance (Bolin et al., 2015). This is the case for
rural people who have often typically endured “…longstanding systemic health and social
inequities…[that] have put racial and ethnic minorities in rural areas at increased risk of severe
illness [due to] inadequate access to health services” (AHRQ 2021, p. 7) and even risk of “placebased” early mortality (Cosby et al., 2019). For this population, such disparities and inequities
have severe consequences, especially for rural residents who are of a predominantly Black or
American Indian/Alaska Native community, as these groups have the highest rates of premature
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death (AHRQ, 2021). Along with other racial and ethnic minorities in rural areas, Black or
American Indian/Alaska Natives more often report their health as only fair or as poor; and who,
more than rural residents who are of a predominantly Caucasian community, report having been
unable to see a physician in the past 12 months due to cost and being unable to afford the
healthcare needed.
Several scholars and researchers have evidenced that the problem of inadequate
healthcare access continues to be a primary challenge for rural patients who
•

are unable to afford healthcare costs,

•

have limited transportation options given the nature of rural environments and their
distance from healthcare facilities (Kim et al., 2021),

•

are unable to negotiate time from work to travel great distances to receive healthcare
needed—especially in one of the 138 rural areas where hospitals, obstetric units,
pharmacies, nursing homes, and/or other healthcare facilities have closed due to the
recession (AHRQ, 2021; Monnat, 2020) or in areas where there is a serious shortage
of healthcare providers (Guo & Li, 2018) —and/or

•

avoid accessing healthcare available because of personal or culture-specific positions
such as disapproval of services based on prior experience (perceived low quality of
care) (Dassah et al., 2018).

Similar disparities in health status have prevailed: for example, compared with urban
communities in the United States, rural communities have fewer adults who report getting
enough physical exercise (20% vs. 25%) (AHRQ, 2021). In addition, given there is an evidenced
link between physical activity and chronic health conditions (Cairney et al., 2019; Nieman &
Wentz, 2019), it is telling that there are more rural Americans with multiple chronic health
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conditions (34.8 percent), compared with urban Americans, whose same health status is at 26.1
percent (AHRQ, 2021). Moreover, between 1999 and 2019, age-adjusted death rates were higher
in rural areas than in urban areas (AHRQ, 2021). According to the authors at AHRQ, rural
populations are at greater risk of death than urban populations from cancer, chronic lower
respiratory disease, heart disease, unintentional injury, and stroke. It follows that rural Americans
as patients are typically older, sicker, and less insured (AHRQ, 2021; Rural Health Information
Hub, 2021) and therefore, when presenting to hospitals, will likely require a higher level of or
more intense care.
The Role of the Rural Nurse
Lee and McDonagh (2022) noted that “nurses are known in a variety of role to their
patients and in turn…know their patients in a variety of roles” (p. 20). With efforts towards
creating supportive healthcare environments (Bales et al., 2022, p. 72) for patients with chronic
or acute physical or mental ill health, all nurses need to perform as experts (Winters et al., 2022)
and take on multiple roles and responsibilities, including direct and indirect care activities such
as
a. assessing and planning bedside and nurse station required nursing care duties (Qureshi et
al., 2019);
b. ordering medication and administering, monitoring, and documenting medication and
intravenous infusions while interacting with the patient—functional nursing activity that
has been found to require 38 different functions (Furniss et al., 2020);
c. taking patient samples and measuring and recording patients’ vital signs (pulses,
temperatures, and blood pressures) (Dall'Ora et al., 2021);
d. providing pre-, intra-, and/or and post-operative care (Blomberg et al., 2018);
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e. organizing workloads (Briatte et al., 2019);
f. supervising staff and controlling work resources (Lyu et al., 2019); and
g. writing records (Sanjuan-Quiles et al., 2019; Vehko et al., 2019).
However, the role of the rural nurse is an extended one: in rural areas, the number and
type of healthcare providers are typically limited and the burden falls on the nurses to fill the
gaps (Smith et al., 2019). Due to limited availability of resources, rural nurses are required to be
more autonomous, which makes it difficult to retain top talent. In addition, rural nurses have
typically been expected to carry out duties outside of the general nursing role. Moreover, because
the nursing role varies according to place of practice the rural nurse functions as an expert, or
advanced generalist (Muirhead & Birks, Winters et al., 2022).
Rural nurses practice with increased autonomy and must have a comprehensive
understanding of general care. Because of the unique experience of the rural nurse as a
healthcare professional, they are subject to role diffusion. Role diffusion is the need to function
in multiple roles due to the lack of access to specialty providers (Bales et al., 2022; Lee &
McDonagh, 2022; Winters et al., 2022). In sum, the smaller the size of the healthcare
service/facility, the broader the range of skills required; and the further the nursing practice is
from urban locales, the more diverse roles the nurses must carry out.
The Nurse Recruitment and Retention Issue
For urban communities worldwide, recruitment and retention of nurses has been an
ongoing challenge, one that has resulted in a nursing shortage that for several decades authorities
have sought to remediate (Boyle, 2021; Buchan & Aiken, 2008; Gooch, 2022; Haddad et al.,
2022; HRSA, n. d.; Kim et al., 2021; Kulig et al., 2015; Littlejohn et al., 2012; Rossetter, 2020).
But for rural communities, the nursing shortage has continued to disproportionately affect the
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stakeholders involved (Dotson et al., 2013) and recruitment and retention of nurses has been long
regarded as a persistent challenge accompanied by other, uniquely specific challenges (Williams,
2012). Among these rural nurse workforce-specific challenges are those experienced from the
rural nurse’s perspective:
1) the experience and feeling of role diffusion (Bales et al., 2022; Lee & McDonagh,
2022; Winters et al., 2022);
2) a lack of anonymity, whereby the rural nurse feels an inability to remain, by choice,
unknown and nameless, due to the nature of the rural environment as sparsely
populated, small in size, with small hospitals and small healthcare workforces, and
lower population densities (Bales et al., 2022; Lee & McDonagh, 2022; Swann &
Hobbs, 2021; Williams, 2012; Winters et al., 2022); and
3) professional isolation, a geography-specific burden experienced as isolation from
professional peers, a social-specific burden experienced in the lack of contact with
professional peers, and an ideology-specific burden experienced as being outcast
from professional peers (O'Donnell et al., 2010; Orhan et al., 2016; Williams, 2012).
Such challenges for urban communities in general and such unique challenges for rural
communities have contributed to what might be summarized as an unending cycle of impacts
affecting healthcare facilities, influencing financial expenditure, and exacerbating many of the
core factors influencing the nursing shortage as experienced by the nurses themselves (Yu et al.,
2019).
Rural Nursing as a Vital Human Resource
Currently, nurses make up the largest section of the healthcare profession, numbering 29
million globally and of these, 3.9 million in the United States alone (Haddad et al., 2022).
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However, of these, only about 500,000 are in rural areas (RHIH, 2020), putting the rural nurse as
a vital healthcare resource at scarcity extremes at the epicenter of the nursing shortage problem.
The allocation of healthcare resources remains urban oriented at a national level (Beatty et al.,
2020;Yin et al., 2021), while resource scarcity for both urban and rural hospitals and clinics is
regarded at institutional, environmental, personal, and organizational levels.
At the institutional level, the lack of resources has yet to be thoroughly addressed at a
national level by healthcare policy makers, law makers, and nurse advocacy organizations. At the
environmental level, antagonists to rural nurse retention range from such barriers as the lack of
access to opportunities such as partner or significant other employment, lack of childcare, and
poor housing choices to lack of desired services or amenities (stores, groceries, healthcare),
potential for professional isolation, and lingering staff shortages (Beatty, 2021; Mbemba et al.,
2013;RHIH, 2021).
At the organizational level, factors affecting rural nurse retention decisions include
wages, work environment, and staffing ratios—the most often cited contributors to nurse job
satisfaction and retention (Cosgrave, 2020; McHugh et al., 2014). As a limit to human resources,
it is at the organizational level that rural nurse scarcity prevails as critical, especially considering
rural nurse scarcity is an important moderator of the relationship between organizational support
and nurse retention. At the personal level, where longer-tenured nurses mean experienced human
resources, there is an ultimate link between nurse staffing and patient outcomes; and it has been
determined that more experienced nurses produce a benefit for both patients and hospitals. This
is affirmed in the research by such authorities as Drury (2014), who cites one study of more than
900,000 patient admissions over four years at hospitals in the Veterans Administration
Healthcare System and findings that point to a one-year increase in the average tenure of
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registered nurses on a hospital unit as being associated with a 1.3 percent decrease in patient
length of stay. Drury (2014) emphasized that “…because length of stay is increased by delays in
delivery of appropriate care and errors in care delivery…, a shorter length of stay indicates that
the hospital provided better treatment [while] at the same time, a shorter length of stay also
makes care more cost-effective” (para. 5). As Drury concluded, citing the remarks of the study
author who at the time of the interview was Centennial Professor of Health Policy at Columbia
Nursing, of all personal level advantages of retention of experienced nurses, “Reducing length of
stay is the holy grail of hospital management because it means patients are getting higher quality,
more cost-effective care” (para. 6) so, when “…nurses who join a hospital tend to remain there
for the majority of their nursing careers [it leads to] longer tenured nurses who share their
knowledge with other caregivers” (para. 7) and at the same time,
…when the same team of nurses works together over the years, the nurses
develop a rhythm and routines that lead to more efficient care. Hospitals need to
keep this in mind when making staffing decisions…, [whereas] disrupting the
balance of a team can make quality go down and costs go up. (para. 6)
In sum, patients receive better treatment and experience shorter hospital stays when
treated in hospitals with longer-tenured nurses, hence the urgency in all nursing but especially
rural nursing retention.
Factors Influencing the Nursing Shortage Worldwide
The research has included detailed accounts and evidence of factors contributing to the
nursing shortage experienced the world over. Much research has identified large-scale factors
including changing patient demographics such as the aging patient population (Haddad et al.
2022; Littlejohn et al., 2012; NC, 2020; Rossetter, 2020); an aging nursing workforce (Haddad et
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al. 2022; Littlejohn et al., 2012; NC, 2020; Rossetter, 2020); scarcity of nursing school faculty,
leading to nursing schools’ inability to increase enrollment (Littlejohn et al., 2012; NC, 2020;
Rossetter, 2020); and nurse burnout (Haddad et al. 2022; Moloney et al., 2018; NC, 2020;
Shaffer, 2020; Van der Heijden et al., 2019).
In terms of changing patient demographics such as the aging patient population, the U. S.
Census Bureau (2019) estimates that by 2030, the number of US residents aged 65 is projected to
be 82 million. With the changing patient demographic, nurses and resources are increasingly
required to shift toward including or increasing geriatric care (NC, 2020). In terms of the aging
nursing workforce, it is determined that there is and will be a need for more nurses. Worldwide,
however, while there are 29 million nurses (and midwives) globally (Haddad et al. 2022), the
International Centre for Nurse Migration, CGFNS International, and the International Council of
Nurses (2022) project that by 2030 there will be a need for about 13 million more nurses.
Relevant to this and the scarcity of nursing school faculty, leading to nursing schools’
inability to increase enrollment, the American Association of Colleges of Nursing (AACN)
(2020) reported that in 2019 alone, U.S. nursing schools turned away 80,407 qualified applicants
from baccalaureate and graduate nursing programs—due in large part, said 75 percent of the
schools, to shortage of faculty. And research addressing nurse burnout has included reports on
the prevalence of nurse burnout and nurse burnout as a major reason for leaving or intending to
leave their jobs or the nursing profession. For instance, due to the nurse shortage, improper
staffing ratios (Chen et al., 2019; Ford, 2014), having to work longer hours in very stressful
conditions (Littlejohn et al., 2012), and other demands making for heavy workloads, 95% of
nurses report experiencing symptoms of burnout (Nursing CE Central, 2021). A study by Shah et
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al. (2021) of 3.9 million U.S. registered nurses determined that in 2018 alone, one-third of those
surveyed (31.5%) reported leaving because of burnout.
New factors are compounding the nurse shortage such as extended nurse wait times for
receiving nursing licenses (Gooch, 2022) and the additional factors associated with the COVID19 pandemic such as healthcare resource deficits (Kim et al., 2021; Yang et al., 2021) and
extended nurse burnout (Galanis et al., 2021; Lavoie-Tremblay et al., 2022). According to
Galanis et al. (2021), the symptoms of burnout— emotional exhaustion, depersonalization, and
lack of personal accomplishment—during the COVID-19 pandemic have been found to be
exacerbated by several other factors including younger age, decreased social support, low family
and colleagues readiness to cope with COVID-19 outbreak, increased perceived threat of
COVID-19, longer working time in quarantine areas, working in a high-risk environment,
working in hospitals with inadequate and insufficient material and human resources, increased
workload and lower level of specialized training for COVID-19 healthcare.
A study by Lavoie-Tremblay et al. (2022) reinforces these findings. In a cross-sectional
survey involving 1705 frontline nurses and licensed practical nurses in Quebec, Canada LavoieTremblay et al. found that nurses caring for COVID-19 patients experienced high chronic
fatigue, poor quality of care, and lower work satisfaction and had higher intention to leave their
organization(s). Lavoie-Tremblay et al. concluded that more organizational support is needed for
nurses; there is an urgent need to prepare nurses to better cope; and it would behoove healthcare
organizations to have a long-term strategy to increase nurse retention.
The research also notes nurse job dissatisfaction as a primary factor contributing to the
nursing shortage (Cosgrave et al., 2020; Foli et al., 2021; McHugh et al., 2014; Yasin et al.,
2020) as well as sub-factors associated with nurse job dissatisfaction such as:
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•

inadequate pay or not offering nurses competitive salaries (Lassiter, 2022; O’Hanlon
et al., 2019);

•

increasingly demanding workloads (Moloney et al., 2018; Savitsky et al., 2021; Van
der Heijden et al., 2019) and/or shift length (Lockhart, 2020);

•

lack of resources such as insufficient staffing that increases stress levels for on-staff
nurses (Lassiter, 2022; Littlejohn et al., 2012; Rossetter, 2020; Van der Heijden et al.,
2019; Yang et al., 2021);

•

high nurse turnover or vacancy rates (Littlejohn et al., 2012; Rossetter, 2020); and

•

lack of organizational support from poor management (Lassiter, 2022) or abusive
supervision (Lyu et al., 2019).

Kakemam et al. (2019) studied nurses pay in terms of inadequate pay or not offering
nurses competitive salaries. In a location-specific (Iran) cross-sectional survey of 5,422 nurses,
Kakemam et al. found that more than 80% of nurses surveyed reported that along with long
working hours and inappropriate shifts, staff shortage, discrimination at work, lack of
management support, inappropriate management and leadership style, improper policies and
regulations, and excessive workloads, inadequate pay was a major source of nurse occupational
stress. Similarly, in a location-specific (Saudi Arabia) mixed-methods study, Alruwaili et al.
(2022) surveyed 96 nurses and interviewed 21 more nurses; results revealed thatalong with work
overload and personnel shortages, inadequate pay was a most common cause of occupational
stress for nurses.
Lockhart (2020), too, studied high nurse turnover and vacancy rates. Lockart noted that
18% of new nurses will change jobs or even professions within the first year after graduation,
and another one-third will leave within two years. The national nursing turnover rate of 19.1%
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(on average) is expected to increase, with a nursing vacancy rate of 8%. Researchers have
addressed factors impacting nurse job satisfaction such as increasingly demanding workloads
and/or shift length and lack of resources including insufficient staffing; most findings emphasize
that increased stress levels for on-staff nurses
•

are central contributors to the nurse shortage,

•

have the potential to contribute to preventable deaths and erode healthcare quality,
and

•

make it even more difficult for healthcare organizations to recruit and retain nurses.

Factors Influencing Rural Nursing Shortages
According to authors with Nightingale College (NC) (2020), an accredited nursing school
in Utah, the major factor leading to the nursing shortage includes a nursing faculty deficit that
turns away too many aspiring nurses. Low quality of care and patient safety are affected by
higher patient-to-nurse ratios; an insufficient number of RNs employed; and nurse burnout. What
literature does exist on rural nurse recruitment and retention focuses on reasons for the rural
nursing shortage. Besides the research outlining uniquely specific challenges, the rural nurse
workforce-specific challenges as experienced from the rural nurse’s perspective, directly
correlates lack of nurse retention with nurse job dissatisfaction, with professional disillusionment
surfacing as a major contributor and subsequently leading to the loss of expert nurses and the
loss of nurses to other professions. The same research literature that directly correlates rural
nurse job dissatisfaction to a lack of retention overall notes that decreased nurse job satisfaction
is also perpetuated by a lack of resources and lack of organizational support (Cosgrave, 2020;
McHugh et al., 2014). Still other researchers made links to staffing levels as they are strongly
correlated with nurse job satisfaction thus affecting nurse retention in any environment of
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practice – urban, rural, specialty, skilled nursing- or hospital- based healthcare facilities
(Cosgrave, 2020; McHugh et al., 2014; Stagler, et al., 2012).
Other research highlights high workloads, burnouts, and restriction of opportunities for
professional development and career advancement as contributors to the perception on the part of
health care providers that working in rural areas is undesirable (Dassah et al., 2019). Yu et al.
(2019) noted that stress, burnout, posttraumatic stress disorder, and workplace bullying are
factors negatively associated with personal and work-related nurse resilience,and in turn are
factors contributing to the problem of retaining nurses in either urban or rural contexts. And still
other research pinpoints new issues experienced by nurses in both urban and rural contexts, from
nurses waiting six months or longer to receive new licenses from nursing boards (Gooch, 2022)
to factors that have been found antithetical to the motivation, intention, and individual decision
factors associated with nurse retention (Efendi et al., 2019).
Existing Rural Nursing Recruitment and Retention Suggestions
Addressing general nursing shortages, the world over, Littlejohn et al. (2012) cited the
advice of the International Council of Nurses stipulating that major reform needs to take place
within five key areas for policy intervention to improve the global nursing shortage:
1) macroeconomic and health sector funding policies,
2) workforce policy and planning, including regulation,
3) positive practice environments and organizational performance,
4) retention and recruitment, and
5) leadership.
Similarly, for rural nurse retention in particular, policy and plans must incorporate strategies that
address and perhaps ameliorate contributors to rural nurse turnover and shortages and therefore
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need to be strategies that reduce professional isolation, improve collaboration, and allow for
career development. Extant strategies and efforts have included the following:
•

Early work has suggested changing policy to government mandate nurse-to-patient
ratios: A survey carried out jointly by Nursing Times and the United Kingdom’s ITV
and reported on by Ford (2014) suggested most nurses still believe mandatory
minimum nurse-to-patient ratios are the best way of ensuring safe staffing, despite
their unpopularity with administrators and many senior nurses. Overall, 88% of
respondents said they thought the government should introduce ratios.

•

Other early work by Dolea et al. (2010), presented against a kind of supply-demand
logic and framework for monitoring and evaluating retention interventions, points to
suggestions for policy interventions with a direct effect on four dimensions:
attractiveness of rural/remote areas for students and/or health works,
recruitment/deployment, retention, and health workforce or health system
performance. Dolea et al. concluded that practices for better-informed choices of
appropriate interventions to address the geographical imbalances of health workers,
and appropriate assessment of implementing these interventions, will inevitably
contribute to the broader goals of universal coverage and to the achievement of the
health-related Millennium Development Goals.

•

For single factor solutions, Williams (2012) suggested that electronic communication
and information technology (CIT) hold great potential for reducing professional
isolation of rural nurses. Other research by O’Donnell et al. (2010) suggested the
same single-factor recommendation –a Personal Development Plan plus the provision
of support for specifically alleviating the feelings of isolation of rural nurses.
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•

Earlier research by Stroth (2010) also evidenced leveraging a job embeddedness
model to guide retention strategies and reduce nurse turnover.

•

Other research by Bugajski et al. (2017) suggested improvement of specific domains
as they affect nurse job satisfaction, including clinical and managerial competence,
supervisor engagement with employees, and management presence on the unit.

•

Early work by Buchan and Aiken (2010) prompted policy makers to develop a
coordinated package of policies that provide a long term and sustainable solution to
both supply-side challenges such as “…getting, keeping, and keeping in touch with
relatively scarce nurses” (p. 3262); and demand-side problems such as funding to pay
salaries and addressing licensing and other entry barriers; and productivity factors
such as “…technology, financial incentives, staff mix, and management flexibility in
resource deployment” (p. 3263).

•

More recent findings by the World Health Organization (WHO) (2020) outlined
health labor market and workforce policy levers to address the challenges to nurses
working to their full potential, including policies to address inflows and outflows,
immigration, and emigration, and attracting unemployed health workers. An
understanding of the national land regional healthcare landscapes can focus rural
nurse retention strategies at a local level by helping to identify national resources that
may be available specific to rural nurses and the communities they serve (Andreyeva
et al., 2022; Jones et al., 2019).

The consequences of such negative factors associated with poor nurse retention are
evidenced in such phenomena as nurse fatigue, characterized by the Canadian Nurses
Association (CNA) and Registered Nurses Association Ontario (RNAO) (2010) as “…a

32

subjective feeling of tiredness (experienced by nurses) that is physically and mentally
penetrative” (para. 1). Significantly, according to the Nurses Services Organization (NSO)
(2021), nurse fatigue creates a dangerous healthcare environment, so while for nurses who feel
that fatigue “comes with the territory of such a high-stress, high-impact job” (para. 1), the
consequences are far reaching and include mental exhaustion leading to mistakes that have direct
impact on the health and wellbeing of patients, a decrease in patient and nurse safety, and a cost
to the United States billions of dollars each year. Understanding the factors influencing the rural
nursing shortage and the consequences of these unique factors is critical to resolving the rural
nursing shortage and informing policy, practice, and the underlying strategies for recruiting and
retaining a full, quality rural healthcare workforce.
Theoretical Framework
The job embeddedness theory focuses on the organizational and community factors that
positively or negatively affect employee retention (Reitz et al., 2011). Both aspects of
employment and community must fit the nurse’s familial, societal, cultural, and professional
beliefs and goals. This theory focuses on organization and non-organizational fit,
interconnectedness to community/work, and sacrifice which captures the benefits and risks of a
job. Research by Stroth (2010) also showed evidence leveraging a job embeddedness model to
guide retention strategies and reduce nurse turnover.
Job embeddedness focuses on three main concepts that embedded a nurse within a
community – fit, links, and sacrifice (Reitz et al., 2011). These three concepts are a matrix
intertwined between the organization and the community. The idea of job embeddedness came
from management literature and research conducted by Mitchell and Lee in 2011. Many
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healthcare organizations have used this model to focus on the larger community ties that may
retain nurses within a role (Gibbs, 2021).
Historical Development of Job Embeddedness
The concept of job embeddedness was developed in 1995 by Lee et al. at the University
of Washington to address why employees stay or become embedded in a job (Lee et al., 2014).
Historically, the research had focused on the reasons employees leave their roles;Lee et al.
sought to understand why employees remained in their roles. (Lee et al. discussed that comfort
and fit with the university, the city of Seattle, and their links to students and the community were
the reasons they remained in their respective roles. They also began to discuss the sacrifices that
would have to be endured from a personal and professional level if they decided to leave their
roles. This led to the creation of the theory of job embeddedness.
Major Tenets of Job Embeddedness Theory
As noted earlier, job embeddedness theory focuses on three dimensions of employee
retention – links, fit, and sacrifice (Stroth, 2010). Links are defined as social groups, spouse
employment, schools, proximity to family, access to childcare, religious, and community
activities. The more links an employee has with a community directly correlates with their
likeliness to stay in their role. Links can be formal or informal contributing to a web attaching
the employee to societal, psychological, financial, social, religious, and community factors that
influence them to remain in their current position.
Fit is defined as an employee’s comfortability with the organization and the community
being served (Stroth, 2010). Fit can be viewed from the lens of compatibility. The community
and organization must fit with an employee’s personal values, professional ambitions, and
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environmental preferences. The stronger the fit to the organization and community the stronger
the ties to the organization will be felt by the employee.
Sacrifice is the perceived costs that will have to be endured when leaving a community or
organization (Stroth, 2010). The sacrifices can be psychological, social, economic, or
professional. Familial and personal sacrifices can affect the employee and their significant others
forcing changes affecting their social, educational, and societal connections.
These dimensions provide insight into the interconnectedness of the employee, employer,
and the community (Stroth, 2010). Job embeddedness has been called determining the stickiness
of an employee that results from numerous organizational and external links (Lee et al., 2014).
In the literature, rural nurses note organizational and non-organizational issues affect
their retention decisions thus providing an evidence-based retention plan must address the
complexities that contribute their role retention (Stroth, 2010).
Job Embeddedness Theory – Application to Practice
The Job Embeddedness Theory was developed to look comprehensively at employee and
employer relationships focusing on the reasons to stay rather than to leave an organization or a
community (Holtom & O’Neil, 2004). This model was developed to focus organizational support
based the on- and off-the-job needs of employees (Holtom & O’Neil, 2004). Employers can
develop ways to foster organizational citizenship focusing on inclusion of employees and their
families. Focusing on understanding the embeddedness of employees while shaping a retention
plan focused on rural nursing needs will make it applicable to many rural practice settings.
Job Embeddedness Theory – Application to Project
Understanding the multifactorial process of retaining employees from a financial,
environmental, personal, and community perspective makes the Job Embeddedness Theory
relative and applicable to this project. This theory connects with the Revised Casey Fink Nurse

35

Retention Tool by connecting a holistic view of factors that contribute to rural nurse retention
such as community fit. Rural nurse retention strategies must include actionable steps and
measurable objectives that strengthen the employee’s links, fit, and raise the awareness of the
sacrifices of leaving an organization. Nurse retention strategies can support the creation of a
healthy, happy, and rewarding work environment for the organization and employees.

Project Framework
The Plan, Do, Study, Act (PDSA) Framework guided this project. The PDSA cycle is a
commonly used model in healthcare. The intent of the PDSA allows for the inclusion of others in
the change process when introducing a new idea (Lloyd, 2019). The PDSA allows for a
structured approach to evaluating change and allows for adjustments that increase the likelihood
of sustaining the desired improvement. Nurse retention is integral to quality of care because
quality and safety in a health system relies on highly trained and engaged nursing staff (Baird,
2022).
The planning step of this project involved identifying the problem. The project site
suggested the creation of retention strategies as a project to support a key strategic imperative
that nursing administration had created. A literature review was conducted, and a theory was
selected to guide the development of the project. A project outline was developed and informed
by synthesizing the literature and the feedback from nursing administration.
The second step of the PDSA cycle is to do. The use of the entire Revised Casey Fink
Nurse Retention Survey sought to discover factors that contribute specifically to retention of
nurses at this project site.
The third step is the study phase in which the analysis of the data is compared with the
literature and the suggestions from nursing administration. This phase allows for the

36

summarization of and reflection on the learnings that have occurred. The phase allows for the
discussion of feasibility at this project site or at a larger organizational level.
The final cycle is the Act phase. This phase informed the creation of the strategies, the
presentation of the recommendations, and the evaluation of feasibility by administration. This
phase allowed for the modifications of the recommendations and for planning to continue to
improve upon those recommendations.
Project Design
This DNP Project was focused on translation of evidence into practice. A descriptive
design sought to describe the organizational and environmental variables that may contribute to
rural nurse retention. This design sought to identify the geographical, individual, and
organizational factors that impact rural nurse job satisfaction leading to nurse retention. This
descriptive information and data from the Revised Casey Fink Nurse Retention Tool and
available evidence in the literature were used to inform the retention strategies and disseminated
to nursing administration.
Project Terms and Boundaries
The World Health Organization in 2011 noted that retention strategies should be an
organized effort to create and maintain an environment that motivates employees to stay in their
roles (WHO, 2011). Understanding the contributing factors to nurse attrition, while thoughtfully
and purposefully focusing on actions or processes that can be implemented to promote the
retention of nurses is imperative.
The recommendations for this project site focused on rural nurse needs and were directly
influenced by the results of the Revised Casey Fink Nurse Retention Tool. Although these
recommendations and strategies were directly created for this project site some aspects may be
feasible for implementation in other healthcare settings.

37

DNP Project Plan
The access to healthcare and health related information in rural communities is
challenging. Many nursing authoritative bodies, politicians, and individual states are placing
increasing importance on this crisis. The health disparities facing rural communities came into
unique focus during the COVID-19 pandemic. Rural areas faced provider shortages that
prevented hospitals from operating at full capacity during the pandemic thus contributing to
poorer outcomes for these Americans. The development of this DNP project was a direct
response to a request for retention strategies from this project site and to ease rural health
inequities by focusing on improving the retention of the vital human resource that is nursing.
The Specific Objectives for this Project
The main objective for this DNP project was to investigate the elements that encourage
rural nurse retention and develop retention strategies that influence a nurse's decision to continue
practicing in rural areas. Specific goals supporting achieving this dual objective were to:
1. Understand the organizational and non-organizational factors affecting nurse
retention in a rural setting: Examine and evaluate the factors that impact nurse
retention at the DNP project site through meetings with key personnel and review of
relevant policies or documents and a comparison with extant evidence. Also, to gather
descriptive data from nursing staff using the Revised Casey Fink Retention Survey in
an online format.
2. Develop rural nurse retention strategies that are tangible and feasible for the
organization: Determine recommendations specific to the rural DNP project site,
derived from the meetings, policy and document review, survey data, extant evidence,
and comparative analysis.
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3. Evaluate the created rural nurse retention strategies and the potential to positively
impact nurse retention at a small community hospital.
4. Obtain rural nurse administrative leadership feedback.
The findings of this project provide details regarding what is working well for the facility
and opportunities for improvement and discussion focused on the input from LMC nurse
leadership.
Project Setting and Population of Interest
The project site has served this rural community for over 50 years. The site provides
inpatient care with a 55-hospital bed capacity, 6 ICU beds, 14-bed emergency services, and a 98bed skilled nursing facility. This facility is in the southeastern US and is part of a larger
integrated delivery network that serves the region. This project site is designated as rural by
having a low population density thus meeting the requirements denoted by population and census
requirements. In 2019, the population of this small rural town was 6,688. The land area is around
4.8 miles with approximately 1,300 people per square mile (CityData,2022). This area is
categorized as rural and the county is designated as an underserved medical population
(CityData, 2022; World Population Review, 2022). 1,400 of the residents of this small town are
categorized as senior citizen; median age for residents is around 45 years of age and over 40% of
the population relies on federal programs for healthcare (CityData, 2022). The population of
interest was nursing support staff, licensed practical nurses, and registered nurses who practice at
either the inpatient or skilled nursing facility at this project site. Full and part- time staff were
eligible to participate. Travel nurses were excluded from survey participation.
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Project Tool – The Revised Casey Fink Nurse Retention Survey
The Revised Casey Fink Nurse Retention Survey was used to determine the factors that
contribute to nurse retention at this facility. The Revised Casey Fink Nurse Retention Survey
was originally developed in 2008 and has been used nationally and internationally, contributing
to the current body of evidence for nurse retention. The survey is a validated tool with a
Cronbach alpha of 0.922 for assessing retention. This survey has been used and results reported
extensively in the literature looking at nurse retention in urban and rural areas within various
nursing specialties.
The Revised Casey Fink survey items are consistent with existing literature that nurse
retention is affected by organizational and non-organizational factors such as job satisfaction, a
positive managerial leadership, receiving recognition, career advancement, salary/benefits,
organizational nurse commitment, encouragement, collaboration, community fit, and colleague
cohesion. The Revised Casey Fink Nurse Retention Survey has had over 1400 requests for use in
the last 10 years. UC Health, where the survey was developed, grants blanket permission for this
tool to be used and customized based on the needs of the researcher or project. The entire survey
and granted permission for use is included in Appendices B and C.
Section One: Work Environment, Support, and Encouragement. The Revised Casey
Fink Nurse Retention Survey consists of a variety of different types of questions broken in to
five sections including fill in the blank, multiple choice, open ended, and a table. Section One of
the survey uses 33 items that focus on the work environment, support, and encouragement. This
section uses a Likert Scale where (1) is strongly disagree and (4) is strongly agree.
Section Two: Stressors and Source of Stressors. Section two has two items related to
the stressors experienced by nurses and the source of these stressors. Respondents are asked if
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they are experiencing stress in their personal lives. If the answer is yes, respondents move on to
the next question to indicate the source or sources of the stress. Some examples are childcare,
student loans, financial, and personal issues that are considered non-organizational reasons that
may affect employee retention.
Section Three: Importance of Benefits and Job Satisfaction. Section three of the
Revised Casey Fink Retention Survey seeks to understand the importance of a comprehensive
benefits package and job satisfaction on nurse retention. Salary, time off, job perks, benefits,
flexible scheduling, staffing, mentoring, and professional development are some of the items
listed in this section. There are 13 items to score in this section. This section uses the satisfaction
scale range of dissatisfied (1) to very satisfied (5).
Section Four: Professional Development. Section four focuses on professional
development. The first question allows for a short answer of the nurse’s short- and long-term
goals. Items number two and three in this section address the availability of mentoring and other
opportunities.
Section Five: Demographics and Job Commitment. Section five is the demographics
and job commitment section. The literature notes that geographic preference is important to rural
nurses since most practice close to where they were born or grew up. Therefore, I have added
one additional question to the demographic area of this section related to nurse county of birth.
For the job commitment portion, respondents were asked in this section to choose from a list of
the top reasons they chose to stay with their current employer. Job commitment and
demographics together focus this survey to identify characteristics of nurses in this rural practice
while noting the top reason to stay in their current role.

41

The Revised Casey Fink Retention Survey takes respondents an average of 15 minutes to
complete. Responses obtained from the Revised Casey-Fink Nurse Retention Survey provided
the data to analyze that supports creating evidence- based retention strategy recommendations
based on this cohort’s response, the literature, and reviewing retention plans from other
organizations. The retention strategies were evaluated based on feasibility and authenticity to the
needs of rural nurses, perceived organizational support for the plan, ability of the plan to be
implemented, and the potential impact the plan could have on nurse retention intentions.
The strengths of this survey are its utility to assess retention across nurse levels of
experience, varying practice settings, and the ability to gain easy access to this tool. Another
strength is the vast amounts of use in various settings from rural to urban and general to
specialized practices. Some weaknesses of the survey are that perceived levels of job-related
stress and nurse burnout were not a larger focus when this tool was developed. These factors
have been noted in the last two years due to COVID-19’s negative effect on nurse retention. The
survey did not adequately delineate between nurse manager and nursing administration. Lastly,
the survey length was prohibitive due to having 33 questions in addition to multiple choice and
fill in the blank sections.
Project Timeline
The Revised Casey Fink Nurse Retention Survey was submitted to the site project
facilitator for feedback in April 2022. IRB from LMU was approved in May 2022 along with a
Letter of Support from the project site’s Chief Nursing Officer. See Appendices D IRB
approval.
The Revised Casey Fink Nurse Retention Survey link was emailed by the Chief Nursing
Officer via Survey Monkey to eligible participants at the end of May 2022. The survey was open
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for three weeks and closed in June 2022. The Survey Monkey link collected consent and allowed
for anonymous collection of the results visible only to the principal investigator. The results were
gathered in aggregate and shared only with nursing administration at the project site and the
faculty advisor at LMU in late June 2022.
In July 2022, the results were analyzed, statistical analysis was performed using SPSS,
and an overview of the collated results were presented to nursing administration and faculty in
August 2022. The development of retention strategy recommendations was presented for
feedback to nursing administration and faculty in September 2022. Feedback was obtained and
incorporated into the retention strategy recommendations in October 2022. The enhanced
recommendations were presented in entirety to the nursing administration and evaluated for
feasibility in October 2022. November 3, 2022, DNP Project Dissertation Defense occurred at
the LMU Educational Symposium, and the project was well received. Dissemination
opportunities arose from the dissertation defense and will be completed in the spring of 2023.
Human Protection
The Revised Casey Fink Nurse Retention Survey provides minimal risk to participating
nurses. The participants were informed that the survey and the evaluation will be used as part of
this DNP project and choosing to participate or not will not be disclosed to the project site or
nursing administration. The email to be used for the project was included in the IRB application
and in this paper (See Appendix F. LMU IRB approval for this project was received and this was
recognized by LMU IRB Board).
The surveys were anonymous and voluntary with the results saved on an Excel
spreadsheet that is password protected and stored on a jump drive in a locked drawer in the
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researcher’s office. All results will be stored for three years and will be solely used for this
project and will not affect the employment, performance, or any other aspect of the nurse’s job.

Results
Healthcare facilities in rural areas serve as microcosms for the nationwide nursing
shortages. Retaining experienced nurses is a crucial part of addressing this crisis, even though
many different and complex factors contribute to the nursing shortage. Therefore, it is crucial to
comprehend the variables that have contributed to decreased nurse retention to derive actionable,
evidence-based retention strategies.
Demographics
The demographic characteristics of the sample are presented in Table 1. Most were
female, 22 (88.00%), worked full-time, 20 (80.00%), and worked in an inpatient setting, 20
(80.00%). Additionally, the ages of nurses ranged from 20 to 61 years (M = 37.33, SD = 12.53).
The number of years worked as an RN/LPN/CNA ranged from 1 to 35 (M = 10.91, SD = 11.85).
The number of years working in their specialty ranged from 1 to 35 years (M = 10.83, SD =
10.59). Additionally, the number of years working at LMC ranged from 0 to 22 years (M = 5.24,
SD = 6.50).
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Table 1
Demographic Description of Sample
Demographic

f

%

Min

Max

M

SD

Male

1

4.0

Female

22

88.0

No response

2

8.0

Flex

2

8.0

Full Time

20

80.0

Part Time

3

12.0

Ambulatory

2

8.0

Inpatient

20

80.0

Skilled Nursing

2

8.0

No response

1

4.0

Age

20

61

37.33

12.53

Years worked as an RN/LPN/CNA

1

35

10.91

11.85

Years working in their specialty

1

35

10.83

10.59

Years working at LMC

0

22

5.24

6.50

Sex

Work-Status

Setting
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Survey Results
The survey results were downloaded from Survey Monkey and then imported by SPSS
for statistical analysis. There were N = 25 surveys available for analysis. Survey results include
both descriptive and inferential statistics. Descriptive statistics include means, medians, and
standard deviations of each survey item. Inferential statistical analysis was conducted in order to
determine if the overall average response was statistically different from a neutral response. In
other words, for Likert items ranging from 1 (strongly disagree) to 4 (strongly agree), the null
hypothesis that the median response was statistically different from 2.5 (neutral) was tested by
using the one-sample Wilcoxon Signed Rank Test which tests the null hypothesis that the median
score is 2.5. The one-sample Wilcoxon signed rank test is a non-parametric alternative to the
one-sample t-test when the data cannot be assumed to be normally distributed. It is used to
determine whether the median of the sample is equal to a known standard value (Field, 2018).
Since the survey items were measured on a Likert scale ranging from 1 to 4, the responses are
ordinal and cannot be assumed to be normal. Additionally, visual inspections of histograms
(Appendix A) also suggest the responses are not normally distributed.
Section One of the survey used 33 items that focused on the work environment, support,
and encouragement. This section used a Likert Scale where (1) is strongly disagree and (4) is
strongly agree. The top five most agreed upon statements were “I feel comfortable
communicating with patients and families.” (M = 3.52, Mdn= 4.00, SD = 0.51); “My work
challenges me.” (M = 3.40, Mdn = 3.00, SD = 0.51); “I feel that I make a difference with patient
care.” (M = 3.20, Mdn = 3.00, SD = 0.71); “I feel that my charge nurse is approachable.” (M =
3.20, Mdn = 3.00, SD = 0.58); and “There are positive role models for me to observe on my
unit.” (M = 3.20, Mdn = 3.00, SD = 0.58).
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The top five most disagreed items were “I feel overwhelmed by my patient care
responsibilities and workload” (M = 1.76, Mdn = 2.00, SD = 0.83); “I feel that my contributions
to this organization are acknowledged” (M = 2.12, Mdn = 2.00, SD = 0.60); “I feel the
expectations of me in this job are realistic.” (M = 2.13, Mdn = 2.00, SD = 0.85); “I believe nurses
should be rewarded based on seniority rather than clinical performance.” (M = 2.21, Mdn =2.1
SD = 0.83); and “If the economy was better, I would think about finding another job.” (M = 2.28,
Mdn = 2.00, SD = 0.89).
Table 2 provides these descriptive statistics for the survey items measuring work
environment, support, and encouragement. Additionally, the table provides the results of onesample Wilcoxon signed rank tests in order to determine if the responses were significantly
different from a neutral response (Mdn = 2.5). The following 16 items had a median response
significantly greater than 2.5 (p < .05), which meant that the respondents agreed with the items:
•

I feel comfortable communicating with patients and families.

•

My work challenges me

•

I feel that I make a difference with patient care

•

I feel that my charge nurse is approachable.

•

There are positive role models for me to observe on my unit.

•

I am experiencing stress in my personal life

•

My preceptor(s) provided me with a sound foundation to begin my practice.

•

I feel supported by my charge nurse.

•

I feel that my educator is approachable.

•

I feel supported by my team on my unit.

•

I have a mentor I look to for continued guidance and mentoring.
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•

Other nurses are available to assist me during new situations and procedures.

•

I enjoy socializing with other team members outside of working hours.

•

I feel that my manager is approachable.

•

I am satisfied with my chosen nursing specialty.

•

I would like the option of working some shorter shifts (i.e., 4, 6, 8, 10 hours).

The following two items had a median response of significantly less than 2.5 (p < .05),
which meant that the respondents disagreed with the items:
•

I feel that my contributions to this organization are acknowledged.

•

I feel overwhelmed by my patient care responsibilities and workload.

Table 2
Survey Responses for Measuring Work Environment, Support, and Encouragement
(Wilcoxon Signed Rank Test Results)
Item

M

Mdn

SD

p**

Ho*

I feel comfortable communicating with
patients and families.

3.52

4.00

0.51

<.001

Reject

My work challenges me
I feel that I make a difference with
patient care
I feel that my charge nurse is
approachable.

3.40

3.00

0.50

<.001

Reject

3.20

3.00

0.71

<.001

Reject

3.20

3.00

0.58

<.001

Reject

There are positive role models for me to 3.20
observe on my unit.

3.00

0.58

<.001

Reject

I am experiencing stress in my personal
life

3.12

3.00

0.60

<.001

Reject

My preceptor(s) provided me with a
sound foundation to begin my practice.

3.09

3.00

0.73

<.001

Reject

I feel supported by my charge nurse.
I feel that my educator is approachable.

3.08
3.04

3.00
3.00

0.57
0.62

<.001
<.001

Reject
Reject

I feel supported by my team on my unit. 3.00
I have a mentor I look to for continued
3.00
guidance and mentoring.

3.00

0.60

<.001

Reject

3.00

0.76

<.001

Reject
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Item

M

Mdn

SD

p**

Ho*

Other nurses are available to assist me
during new situations and procedures.

2.96

3.00

0.64

<.001

Reject

I enjoy socializing with other team
members outside of working hours.

2.92

3.00

0.76

.010

Reject

I feel that my manager is approachable.
I am satisfied with my chosen nursing
specialty.
I would like the option of working
some shorter shifts (i.e. 4, 6, 8, 10
hours).

2.92

3.00

0.72

.010

Reject

2.92

3.00

0.88

.030

Reject

2.92

3.00

0.78

.020

Reject

My charge nurse provides
encouragement and feedback about my
work.

2.80

3.00

0.82

.090

Retain

I have been in my position about as
long as I want to be.
I feel supported by the physicians I
work with.
I would consider staying here if offered
the option of working shorter shifts.
I feel that I am a respected member of
the healthcare team.

2.78

3.00

0.90

.140

Retain

2.77

3.00

0.87

.130

Retain

2.67

3.00

0.96

.390

Retain

2.64

3.00

0.76

.260

Retain

I feel that my manager follows through
with my concerns.
My manager is helping me to develop
confidence in my practice.
My educator provides encouragement
and feedback about my work.
My manager provides encouragement
and feedback about my work.

2.61

3.00

0.89

.610

Retain

2.57

3.00

0.95

.750

Retain

2.52

2.00

0.85

.830

Retain

2.52

2.00

0.87

.940

Retain

I feel that my talents are appreciated.
My manager places a high value on the
work I do.

2.48

3.00

0.59

1.000

Retain

2.48

2.00

0.96

.900

Retain

I would encourage other nurses to work
at LMC.
I would like to be working here 5 years
from now.

2.42

2.50

0.88

.720

Retain

2.38

2.50

0.92

.590

Retain

If the economy was better, I would
think about finding another job.

2.28

2.00

0.89

.230

Retain

I believe nurses should be rewarded
based on seniority rather than clinical
performance.

2.21

2.00

0.83

.070

Retain
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Item

M

Mdn

SD

p**

Ho*

I feel the expectations of me in this job
are realistic.

2.13

2.00

0.85

.070

Retain

I feel that my contributions to this
organization are acknowledged.

2.12

2.00

0.60

.010

Reject

I feel overwhelmed by my patient care
responsibilities and workload.

1.76

2.00

0.830

<.001

Reject

Note: M = Mean; Mdn = Median; SD = Standard deviation
*Ho is the null hypothesis that the median response is 2.5.
** This is the p-value associated with the one-sample Wilcoxon Signed Rank Test which tests the
null hypothesis that the median score is 2.5

Section two of the survey had two items related to the stressors experienced by nurses
and the source of these stressors. Respondents were asked if they were experiencing stress in
their personal lives. If the answer was yes, respondents moved to the next question to indicate the
source or sources of the stress. Some examples were childcare, student loans, financial, and
personal issues that are considered non-organizational reasons that may affect employee
retention. The mean response to “I am experiencing stress in my personal life” was M = 3.12 (SD
= 0.6) which indicates agreement with this statement. Table 3 provides the frequency of
responses to the type of stress experienced. Most nurses stated that there was some "other" stress
experienced not listed in the list of stressors, 7 (28.0%). This was followed by personal
relationship, 5 (20.0%); childcare, 4 (16.0%); finances, 3 (12.0%); student loans, 2 (8.0%);
graduate school, 1 (4.0%); and job performance, 1 (4.0%). These results are depicted in Table 3.
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Table 3
List of Stressors
Stressor

Frequency

Percent

Childcare
Finances

4
3

16.0
12.0

Graduate School

1

4.0

Job Performance

1

4.0

Personal Relationship

5

20.0

Student Loans

2

8.0

Other

7

28.0

No response

2

8.0

Total

25

100.0

The next section is an explanation of the Revised Casey Fink Retention Survey results
related to the importance of a comprehensive benefits package and job satisfaction on nurse
retention. Salary, time off, job perks, benefits, flexible scheduling, staffing, mentoring, and
professional development were some of the items listed in this section. There were 13 items to
score in this section. This section used the satisfaction scale range of 0 to 100 and appears in
Table 4. The top five items that nurses were most satisfied with were “Opportunity to work
straight shifts” ( M = 69.43, SD = 28.49); “Schedule is flexible to my needs” (M = 62.56, SD =
35.58); “Quality of care I am able to provide” (M = 60.08, SD = 31.71); “Getting out of work on
time” (M = 50.72, SD = 32.29); and “# Weekends off per month” (M = 48.96, SD = 36.26). The
top five items with the least satisfaction were “Nurse to patient ratios” (M = 21.68, SD = 27.00);
“Salary” (M = 27.88, SD = 27.62); “Opportunities for career advancement” (M = 40.52, SD =
35.47); “Timeliness of schedule being available” (M = 41.58, SD = 37.27); and “Rotating
Day/Night Shifts” (M = 42.30, SD = 33.02).
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Table 4
Satisfaction With Benefits Package
Benefit Package Type

M

Mdn

SD

Opportunity to work straight shifts (straight days or nights

69.43

77.00

28.49

Schedule is flexible to my needs

62.56

70.00

35.58

Quality of care I am able to provide

60.08

69.50

31.71

Getting out of work on time

50.72

50.00

32.29

# Weekends off per month

48.96

48.00

36.26

Orientation was adequate for my needs

48.40

50.00

35.89

Amount of encouragement and feedback from manager

45.79

46.00

34.08

Benefits

44.20

46.00

33.34

Rotating Day/Night Shifts

42.30

50.00

33.02

Timeliness of schedule being available

41.58

36.50

37.27

Opportunities for career advancement

40.52

42.00

35.47

Salary

27.88

28.00

27.62

Nurse to patient ratios

21.68

5.00

27.00

The last section of the survey asked the respondents to rank by the level of importance
the community factors affecting their decision to work at LMC (1 most important, 5 least
important. Table 5 provides these results. The most important was an easy commute (M = 1.83,
SD = 1.24). This was followed by the cost of living (M = 2.56, SD = 1.25); access to family and
friends (M = 2.78, SD = 1.11); access to recreation (M = 3.90, SD = 1.17); and religious
affiliation as the least important (M = 3.90, SD = 1.21).
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Table 5
Importance of Community Factors Affecting Their Decision to Work at LMC
Minimum

Maximum

M

SD

Easy Commute
Cost of Living

1
1

5
5

1.83
2.56

1.24
1.25

Access to Family/Friends/Personal Relationships

1

5

2.78

1.11

Access to Recreation

1

5

3.90

1.17

Religious Affiliation

1

5

3.90

1.21

When asked “What keeps you working in your current job?”, most nurses stated that it was the
nurses that they worked with, 18 (42.9%). Some nurses chose more than one reason, thus, the
frequency counts exceeded 25. More categories are depicted in Table 6.
Table 6
What Keeps you Working in Your Current job?
N

Percent

nurses you work with

18

42.9%

patient care or making a difference

5

11.9%

manager

1

2.4%

charge nurses
other nurses

3
4

7.1%
9.5%

time off

2

4.8%

benefits

3

7.1%

opportunities for career advancement

3

7.1%

types of patients in my care area

1

2.4%

continuing education opportunities

2

4.8%

Total

42

100.0%

When asked “What might cause you to leave LMC?” a common theme was not enough to pay as well as
nurse-to-patient ratios. Finally, when asked "What do you think LMC can do to improve nurse retention?"
the common themes were to increase pay and increase nurse-to-patient ratios.
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Summary of the Results
The purpose of this project was to develop an evidence-based rural nurse retention plan
and evaluate its potential impact on nursing assistants, licensed professionals, and registered
nurse retention. Results of this project indicated that there was a significant agreement on the
following items:
•

I feel comfortable communicating with patients and families.

•

My work challenges me

•

I feel that I make a difference with patient care

•

I feel that my charge nurse is approachable.

•

There are positive role models for me to observe on my unit.

•

I am experiencing stress in my personal life

•

My preceptor(s) provided me with a sound foundation to begin my practice.

•

I feel supported by my charge nurse.

•

I feel that my educator is approachable.

•

I feel supported by my team on my unit.

•

I have a mentor I look to for continued guidance and mentoring.

•

Other nurses are available to assist me during new situations and procedures.

•

I enjoy socializing with other team members outside of working hours.

•

I feel that my manager is approachable.

•

I am satisfied with my chosen nursing specialty.

•

I would like the option of working some shorter shifts (i.e. 4, 6, 8, 10 hours).

Additionally, there was significant disagreement with these two items:
•

I feel that my contributions to this organization are acknowledged.
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•

I feel overwhelmed by my patient care responsibilities and workload.

Regarding stress, the mean response to “I am experiencing stress in my personal life” was
M = 3.12 (SD = 0.6) which indicates that on average, the nurses experienced stress. Most nurses
stated that there was some “other” stress experienced not listed in the list of stressors, 7 (28.0%).
This was followed by personal relationship, 5 (20.0%); childcare, 4 (16.0%); finances, 3
(12.0%); student loans, 2 (8.0%); graduate school, 1 (4.0%); and job performance, 1 (4.0%).
The next section of the Revised Casey Fink Retention Survey sought to understand the
importance of a comprehensive benefits package and job satisfaction on nurse retention

There were 13 items to score in this section. The top five items that nurses were most
satisfied with were “Opportunity to work straight shifts”, ( M = 69.43, SD = 28.49); “Schedule is
flexible to my needs”, (M = 62.56, SD = 35.58); “Quality of care I am able to provide” (M =
60.08, SD = 31.71); “Getting out of work on time” (M = 50.72, SD = 32.29); and “# Weekends
off per month” (M = 48.96, SD = 36.26). The top five items with the least satisfaction were
“Nurse to patient ratios” (M = 21.68, SD = 27.00); “Salary” (M = 27.88, SD = 27.62);
“Opportunities for career advancement” (M = 40.52, SD = 35.47); “Timeliness of schedule being
available” (M = 41.58, SD = 37.27); and “Rotating Day/Night Shifts” (M = 42.30, SD = 33.02).
When asked “What keeps you working in your current job?”, most nurses stated that it was the
nurses that they worked with, 18 (42.9%). When asked “What might cause you to leave LMC?”,
a common theme was not enough pay as well as nurse-to-patient ratios. Finally, when asked
"What do you think LMC can do to improve nurse retention?" the common themes were to
increase pay and increase nurse-to-patient ratios.
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Discussion
The purpose of this project was to develop evidence-based rural nurse strategies and
evaluate their potential impact on support staff and nurse retention. The findings provide details
regarding what is working well for the facility and opportunities for improvement. The nursing
administration, nurses, and support staff were eager to participate and appreciative for the
opportunity to contribute.
The findings indicate that there was significant agreement on communication with
patients and families, challenging work, charge nurse being approachable, presence of positive
role models for nurse to observe on their units, experience of stress, having strong and sound
foundation to start practice, administrative support, continued guiding and counseling through
mentoring. In addition, enhanced teamwork can also improve nurse retention in LMC.
Regarding stress, the findings indicated that on average, the nurses experienced stress.
Most nurses stated that there was some “other” stress experienced not listed in the list of
stressors. In addition, personal relationship, childcare, finances, student loans, graduate school,
and job performance contributed to stress among nurses. The findings also indicated the
importance of comprehensive benefits package and job satisfaction on nurse retention.
The study results indicated various factors contributing to increased job satisfaction such
as the opportunity to work straight shifts and flexible scheduling. The quality of care the nurse
can provide, getting out of work on time and weekends off per month, were also positive factors
contributing to nurse satisfaction. However, the findings indicate that salary, opportunities for
career advancement, timeliness of schedule being available, and rotating Day/Night Shifts on
some units influenced nurse intention to quit. Most nurses stated that it was the working
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relationship with colleagues that caused them to remain at LMC. A common theme was not
enough pay as well as nurse-to-patient ratios.
The findings above imply that there is need for improved strategies and plans to enhance
nurse retention in LMC. The findings indicate various factors that can strategically promote
nurse retention at LMC. Participants experienced stress which can be a key factor contributing to
increased nurse turnover intention. The results also revealed key factors that may lead to high
levels of retention among nurses in LMC. The factors that can lead to high retention levels, as
discussed in the findings, include: opportunities for career advancement, flexible schedule to
nurse’s needs, rotating day/night shifts, enhanced teamwork, having strong and sound foundation
to start practice, administrative support, continued guiding and counseling through mentoring,
presence of positive role models for nurse to observe on their units, and to increase pay and
increase nurse-to-patient ratios, thereby reducing workload and stress levels. In this regard, the
results imply that there is need for improved strategies and plans to enhance nurse retention in
LMC and prevent nurse shortages.
Cosgrave (2020) and McHugh et al. (2014) indicated factors affecting rural nurse
retention decisions include wages, work environment, and staffing ratios, the most often cited
contributors to nurse job satisfaction and retention. As a limit to human resources, it is at the
organizational level that rural nurse scarcity prevails as critical, especially considering rural
nurse scarcity is an important moderator of the relationship between organizational support and
nurse retention. At the personal level, where longer-tenured nurses provide experienced human
resources, there is an ultimate link between nurse staffing and patient outcomes; and it has been
determined that more experienced nurses produce a benefit for both patients and hospitals.
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The findings above imply that the strategies and plans highlighted in the study are
important in the retention of nurses. Training and development, career growth opportunities,
administrative support, and reduced workload could reduce stress and increase motivation and
job satisfaction, thereby leading to retention of nurses. Nine domains influencing staff turnover
were used as key strategies in improving nurse retention in LMC such as nursing leadership and
management, education, and career advancement, organizational (work) environment, staffing
levels, professional issues, support at work, personal influences, demographic influences, and
financial remuneration.
Recommendations
Several recommendations were advanced from this project as discussed below. The need
for more nurses calls for training and development by make career development a top priority.
Nursing leaders are gaining more recognition than ever, and more nurses should pursue advanced
degrees in preparation to take on new roles in their careers. To support nurses on their career
journey, organizations must establish a culture that promotes learning and leadership
development.
Retention Through Recruitment
Developing partnerships with community colleges and universities allows for
organizations to meet, train, and mentor the next generation of nurses. This benefits the
community by providing a steady stream of new employees and contributes to the lifelong
learning commitment by providing experienced nurses the opportunity to mentor others. It is also
recommended that organizations should promote a culture of learning for nurses. Providing
nurses with an ongoing opportunity for lifelong learning is truly worth the investment. Not only
will they improve their overall clinical practice knowledge, but an investment in learning also
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impacts the quality of the organization and shows nurses they are valued beyond their direct
contributions to their unit and patients. Ensuring nurses feel valued is key to retaining nurses in
the workplace. The survey and the literature align that nurses stay in roles where they feel
recognized and valued. Mentoring is a leadership opportunity and should be recognized and
compensated.
Enhancing Knowledge
LMC had recognized the need for enhancement to their tuition assistance and
reimbursement when this project survey aligned with a recent internal survey. LMC has already
instituted enhancements to their tuition reimbursement, tuition assistance programs, and the
ability to request reimbursement for advanced certifications. Additional recommendations that
were considered feasible and are under review for potential implication are as follows: CME
reimbursement, PTO for attending trainings, addition of clinically focused skills days,
conference reimbursement (in-person or virtual), and externally funded educational grants. The
recommendation to connect to medical devices, clinical research, and pharmaceutical companies
for opportunities for medical education or research grants to support nurses was a novel idea that
was well accepted by the nursing administration. The survey results and literature align what
rural nurses expressed about professional isolation and a decreased access to educational
opportunities. These strategies could positively impact nurse retention and improve patient care
by incorporating new knowledge into practice.
Work Life Balance
Opportunities to offer a flexible working arrangement with a variety of workday hours
and shifts was noted in the survey results and again aligned with the literature to improve nurse
job satisfaction leading to retention. Nurses who may desire a more flexible work schedule could
be cross trained for different units benefiting the organization and the nurse. Other novel
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recommendations come from my experience as a corporate nurse and the strategies that
contribute to retention. Partnerships with companies to offer discounted meal kit delivery and
grocery delivery help recognize employees of the hospital. These are time savers and contribute
to wellbeing and decrease stress which was noted issue for nurses who completed the survey.
The pandemic had a large impact on mental health and many nurses are still dealing with
issues from the pandemic. Access to on-demand mental health support can greatly decrease
stress and chronic absenteeism. Partnerships should be created with businesses and the Chamber
of Commerce to recognize employment opportunities for significant others of hospital
employees. As noted in the literature, this can lead to rural nurse attrition with lack of access to
employment for family members.
Another recommendation was to be sure that nurses are not expected to complete unpaid
work such as trainings when they are at home. Flexible arrangement could be made for childcare
options such as making the hospital a bus stop to decrease anxiety if the nurse is getting off work
late. Lastly, younger employees especially Generation Z are noted in the literature as thinking
differently regarding their work schedules (NHS, 2022). Nursing must learn from other
disciplines and employ some these retention strategies that are being successfully used in other
professions. Nursing administration felt these strategies were feasible as well and were in the
process of implementing meals kits, bus stopping, and grocery delivery. Promoting a healthy
work-life balance is an important key to improving nursing staff retention.
Teamwork Support
Recognition and rewards were a noted area for improvement on the survey and are
confirmed in the literature as evidence-based strategies to improve nurse retention. Some
recommendations were partnering with amusement parks, concert venues, movie theaters,
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restaurants, and other venues to offer employee recognition days, free admission, or other perks
to show recognition for nurses and hospital staff. The survey reported that colleagues were the
main reason nurses stayed employed at LMC. Enhancing this organizational fit and collaborative
environment by offering hospital family days, hospital swag, and rewarding units for working
well together with tangible items such as gift cards will also aid in nurse retention.
Compensation and Benefits
LMC has begun enhancing compensation packages to improve nurse retention. Other
recommendations that would require larger organizational implementation would be to enhance
over time and paid time off, offer retention bonuses, apply for funding for live where you work
initiatives to recruit and retain rural first responders and healthcare workers, and applying for
federal grants to support resourcing of technology to assist nurses at the bedside.
Evaluation of the Recommendations
Prior to the presentation of these recommendations, the hospital had initiated an
enhancement to salary and benefits to meet the needs of their support staff and nurses. The salary
enhancement was significant with an increase of up to 10 percent being noted for staff. Benefit
enhancements were also already being implemented as well. This notes the continued
commitment of nursing leadership at this site to engage and retain nurses. The nursing leadership
also had introduced a perks program to reward and continue to promote the teamwork and
positive working relationship noted among staff.
Nursing leadership thought most recommendations were feasible and many were novel.
The meal kits, hospital day, and partnerships with amusement parks for recognition were met
with the most excitement for potential implementation. The Chief Nursing Officer was actively
seeking to implement many of recommendations and expressed gratitude for the ability to
implement rewards that could immediately improve job satisfaction. Nursing administration felt
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the recommendations were implementable, measurable for impact, and focused on the unique
needs of rural nurses serving rural communities
Evaluation of the Recommendations and Strengths and Weaknesses
The strengths of this DNP project are the accessibility of the local facility and the
willingness of the administration and staff to participate in the project. The nursing
administration was also seeking tangible and feasible retention strategies that could be
implemented at the organization. Another strength was the nursing administration’s willingness
to evaluate novel retention strategies.
Weaknesses of this project are that it is limited to participants in a hospital or skilled
nursing setting. The number of participants was small due to the remoteness of the project site.
While this project was focused on the creation and evaluation of recommended nurse retention
strategies for this project site, the implementation decision was at the discretion of nursing
administration. Lastly, the project site had some changes in their administration staff which
presented additional challenges in communication.
Recommendations for Follow Up Research
The pandemic changed the field of nursing and continues to have lasting effects on the
nurses who directly cared for patients during this time. Nursing retention must look to the past to
prepare for future crises in healthcare, making certain that the profession is more prepared.
1. Studying epidemic and pandemic readiness is important to having an adequate and
prepared workforce.
2. Researching organizational, professional, governmental, societal, political, and
educational deficits can contribute to nurse retention.
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3. Research on ways to improve nurse retention by looking at other professions for retention
strategies that reduces workload and improves nurse job satisfaction.

Conclusion
The two years of working towards the culmination of this project resulted in a lesson in
the struggles and rewards that nursing leaders and administrators balance while being caught
between budgets, a pandemic, and meeting the needs of employees.
And of particular significance, relevant to the findings of this project research, and what
upon reflection appears to be more unique to rural nurses is what administration may want to
take into consideration and make a priority: finding perks other than increased salary and
decreased workload. The findings here align with those of previous research stressing such
uniqueness of factors in rural healthcare provider contexts. Understanding these findings,
combined with factors that have contributed to decreased nurse retention, becomes clear for
creating a retention plan that is actionable and evidence-based in understanding the institutional,
community/environmental, organizational, and personal factors that impact rural nurses.
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Appendix A
Histograms
Figure 1
Histogram of Responses for My Work Challenges Me

Figure 2
Histogram of Responses for I Feel That my Talents are Appreciated
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Figure 3
Histogram of Responses for I Feel That I Make a Difference With Patient Care

Figure 4
Histogram of Responses for I Feel That I am a Respected Member of the Healthcare Team
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Figure 5
Histogram of Responses for I Feel Supported by my Team on my Unit

Figure 6
Histogram of Responses for I Feel Supported by my Charge Nurse
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Figure 7
Histogram of Responses for Other Nurses are Available to Assist me During new Situations and
Procedures

Figure 8
Histogram of Responses for my Charge Nurse Provides Encouragement and Feedback About
my Work
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Figure 9
Histogram of Responses for my Educator Provides Encouragement and Feedback About my
Work

Figure 10
Histogram of Responses for my Manager Provides Encouragement and Feedback About my
Work
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Figure 11
Histogram of Responses for I Enjoy Socializing With Other Team Members Outside of
Working Hours

Figure 12
Histogram of Responses for I Feel Comfortable Communicating With Patients and Families
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Figure 13
Histogram of Responses for I Feel Overwhelmed by my Patient Care Responsibilities and
Workload

Figure 14
Histogram of Responses for I Feel the Expectations of me in This job are Realistic
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Figure 15
Histogram of Responses for I Feel Supported by the Physicians I Work With

Figure 16
Histogram of Responses for I Have Been in my Position About as Long as I Want to be
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Figure 17
Histogram of Responses for If the Economy was Better, I Would Think About Finding
Another job

Figure 18
Histogram of Responses for I Feel That my Contributions to This Organization are
Acknowledged
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Figure 19
Histogram of Responses for I Feel That my Charge Nurse is Approachable

Figure 20
Histogram of Responses for I Feel That my Educator is Approachable
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Figure 21
Histogram of Responses for I Feel That my Manager is Approachable

Figure 22
Histogram of Responses for I Feel That my Manager Follows Through With my Concerns
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Figure 23
Histogram of Responses for There are Positive Role Models for me to Observe on my Unit

Figure 24
Histogram of Responses for my Manager is Helping me to Develop Confidence in my
Practice
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Figure 25
Histogram of Responses for my Manager Places a High Value on the Work I do

Figure 26
Histogram of Responses for my Preceptor(s) Provided me With a Sound Foundation to Begin
my Practice
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Figure 27
Histogram of Responses for I Have a Mentor I Look to for Continued Guidance and
Mentoring

Figure 28
Histogram of Responses for I am Satisfied With my Chosen Nursing Specialty
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Figure 29
Histogram of Responses for I Would Encourage Other Nurses to Work at LMC

Figure 30
Histogram of Responses for I Believe Nurses Should be Rewarded Based on Seniority Rather
Than Clinical Performance
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Figure 31
Histogram of Responses for I Would Like to be Working Here 5 Years From now

Figure 32
Histogram of Responses for I Would Consider Staying Here if Offered the Option of Working
Shorter Shifts
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Figure 33
Histogram of Responses for I Would like the Option of Working Some Shorter Shifts (i.e., 4,
6, 8, 10 Hours)

Figure 35
Histogram of Responses for I am Experiencing Stress in my Personal Life

97

Appendix B
Survey
This is the Original Instrument without any
Revisions or Additions
Revised Casey-Fink Nurse Retention
Survey
©2009 Kathy Casey and Regina Fink.
All rights reserved.

Please answer each of the following questions by placing a mark inside the circles:
Section I:

Strongly
Disagree

Disagree

Agree

Strongly
Agree

My work challenges me.

⭘

⭘

⭘

⭘

I feel that my talents are appreciated.

⭘

⭘

⭘

⭘

I feel that I make a difference with patient care

⭘

⭘

⭘

⭘

I feel that I am a respected member of thehealthcare
team.

⭘

⭘

⭘

⭘

I feel supported by my team on my unit.

⭘

⭘

⭘

⭘

I feel supported by my charge nurse.

⭘

⭘

⭘

⭘

Other nurses are available to assist me during new
situations and procedures.
My charge nurse provides encouragement andfeedback
about my work.
My educator provides encouragement andfeedback
about my work.

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

My manager provides encouragement and feedback
about my work.
I enjoy socializing with other team membersoutside of
working hours.

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

I feel comfortable communicating with patients and
families.

⭘

⭘

⭘

⭘

I feel overwhelmed by my patient careresponsibilities
and workload.

⭘

⭘

⭘

⭘

I feel the expectations of me in this job arerealistic.

⭘

⭘

⭘

⭘

I feel supported by the physicians I work with.

⭘

⭘

⭘

⭘
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Strongly
Disagree

Disagree

Agree

Strongly
Agree

I have been in my position about as long as I want to be.

⭘

⭘

⭘

⭘

If the economy was better, I would think aboutfinding
another job.

⭘

⭘

⭘

⭘

I feel that my contributions to this organization are
acknowledged.

⭘

⭘

⭘

⭘

I feel that my charge nurse is approachable.

⭘

⭘

⭘

⭘

I feel that my educator is approachable.

⭘

⭘

⭘

⭘

I feel that my manager is approachable.

⭘

⭘

⭘

⭘

I feel that my manager follows through with my
concerns.
There are positive role models for me to observe onmy
unit.
My manager is helping me to develop confidence inmy
practice.

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

My manager places a high value on the work I do.

⭘

⭘

⭘

⭘

My preceptor(s) provided me with a soundfoundation
to begin my practice.
I have a mentor I look to for continued guidanceand
mentoring.

⭘

⭘

⭘

⭘

⭘

⭘

⭘

⭘

I am satisfied with my chosen nursing specialty.

⭘

⭘

⭘

⭘

I would encourage other nurses to work at LMC.

⭘

⭘

⭘

⭘

I believe nurses should be rewarded based onseniority
rather than clinical performance.

⭘

⭘

⭘

⭘

I would like to be working here 5 years from now.

⭘

⭘

⭘

⭘

I would consider staying here if offered theoption of
working shorter shifts.

⭘

⭘

⭘

⭘

I would like the option of working some shortershifts
(i.e. 4, 6, 8, 10 hours).

⭘

⭘

⭘

⭘

If you agree to question 33, what is your preferenceof
shift length
4 hour
6 hour
8 hour
10 hour
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Section II: Stressors
1. I am experiencing stress in my personal life.

⭘

⭘

⭘

⭘

2. If you chose agree or strongly agree, to #35,
please indicate what is causing your stress.
(You may circle morethan once choice).
a. Finances
b. Childcare
c. Student loans
d. Graduate school
e. Living situation
f. Personal relationships
g. Job performance
h. Other:
How satisfied are you with the following aspects of your job:
Section III

Very
dissatisfied

Moderately
dissatisfied

Neither
Moderately
satisfied nor satisfied
dissatisfied

Very
satisfied

Salary

⭘

⭘

⭘

⭘

⭘

Benefits

⭘

⭘

⭘

⭘

⭘

Getting out of work on time

⭘

⭘

⭘

⭘

⭘

Nurse to patient ratios

⭘

⭘

⭘

⭘

⭘

# Weekends off per month

⭘

⭘

⭘

⭘

⭘

Rotating day/night shifts

⭘

⭘

⭘

⭘

⭘

Opportunity to work straight shifts
(straight days or nights)

⭘

⭘

⭘

⭘

⭘

Timeliness of the schedule being
available.

⭘

⭘

⭘

⭘

⭘

Schedule is flexible to my needs

⭘

⭘

⭘

⭘

⭘

Opportunities for career advancement

⭘

⭘

⭘

⭘

⭘

Amount of encouragement and
feedback from manager

⭘

⭘

⭘

⭘

⭘

Orientation was adequate for my
needs.

⭘

⭘

⭘

⭘

⭘
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Quality of care that I am able to
provide

⭘

⭘

⭘

⭘

⭘

1. Please list or describe ways you have received praise or recognition for a job well done:

2. How would you like to receive recognition for a job well done?

Section IV: Professional Development

1. What are your professional goals for the next:
a. One year

b. Five years

2. Is there someone assisting (mentoring) you to achieve these goals?
a. Yes
b. No

3. What activities have you participated in during the past two years to enhance your
professional development and/or support achievement of your career goals? Please check all
that apply.
a. unit/hospital committee(s)
b. certification in your specialty area
c. member of a professional organization
d. subscribe to a nursing journal
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e. enrolled in an advanced degree program
f. other ___________________________________
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Section V:

Demographics: Circle the response that represents the most accurate description of your
individual professional profile.

1. Age:

years

2. Gender:
a. female
b. male

3. Number of years as a RN, LPN, CNA:

4. Number of years in your area of specialty:

5. Number of years at LMC:

6. I am currently employed:
a. full time
b. part time
c. flex

7. I work in the following setting:
a. inpatient
b. ambulatory
c. skilled nursing

8. The unit I work:

9. Were you born or grew up in this or a surrounding county?
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10. How important is it that you live in the area that you work?
a. Strongly Disagree
b. Disagree
c. Neither Agree or Disagree
d. Agree
e. Strongly Agree

11. Rank level of importance community factors affecting your decision to work at LMC (1 most
important, 5 least important)?
a. Access to Family/Friends/Personal relationships: ___
b. Access to recreation: ___
c. Cost of living: ___
d. Religious Affiliation: ___
e. Easy Commute: ___

12. What keeps you working in your current job? (choose the one most important reason)
a. nurses you work with
b. patient care or making a difference
c. autonomy
d. manager
e. educator
f.

charge nurses

g. other nurses
h. salary
i.

time off

j.

benefits

k. opportunities for career advancement
l.

types of patients in my care area

m. continuing education opportunities
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n. other, please specify

______________________________________________

13. What might cause you to leave LMC?

14. What do you think LMC can do to improve nurse retention?
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Appendix C
Permission to Use Survey

June 2021

Dear Colleague:

Thank you for the inquiry regarding the Casey-Fink Nurse Retention Survey© (revised,2009)
instrument.

The survey was originally developed in 2008 and after pilot testing in oncology/bone marrow transplant
nurses and content analyzed with a panel of experts, the instrumentwas revised in 2009. Psychometric
analysis has been done using these data and is reported in the following article:

Buffington A, Zwink J, Fink RM, DeVine D, Sanders C. Factors Affecting Nurse Retention at an
Academic Magnet Hospital. Journal of Nursing Administration 2012;42(5):273-281.

We are granting you permission to use this tool to assess the nurse retention in your setting. Please note
that this tool is copyrighted and should not be changed in any way.We have enclosed a copy for you to use
for reproduction of the instrument.

We hope that our tool will be useful in your efforts to enhance nurse retention in your practice setting.
Please contact us if you have further questions. We would be interestedin being informed as to your
results or publications related to the use of our instrument.

Sincerely,

Kathy Casey, RN, MSN
Manager, Clinical Education Programs, Exempla Lutheran Medical CenterAdjunct Faculty,
University of Colorado, College of Nursing kathy.casey@sclhs.net

Regina Fink, RN, PhD, AOCN, FAAN
Associate Professor, University of Colorado, College of Nursingregina.fink@ucdenver.edu
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Appendix E
Request for Permission to use Survey
My name is Susan Lesser, and I am a DNP Candidate at Lincoln Memorial University. I am interested in
finding out more about factors that promote retention of nursing staff. The Survey Monkey link in this
email is to the Revised Casey Fink Nurse Retention Survey. This survey gathers information on job
satisfaction and the factors that contribute to nurse retention. CNAs, LPNs, and RNs are invited to
participate in this anonymous and voluntary online survey.
This anonymous survey takes 15 minutes to complete and will be utilized to create a Nurse Retention
Plan specifically focused on the needs and desires of rural nurses. The Retention Plan will then be
presented to the participants of the survey for a brief evaluation to see if this plan would positively impact
retention for rural nurses.
Thank you in advance for your time and participation. If you have any questions, feel free to contact me.
Regards,
Susan L Lesser RN, MSN
DNP Student at LMU
Susan.lesser@xxxxxxx
925-xxx-xxxx

